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SOLUTION 


ready for use... 
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fate Solution freely flows through a 22-gauge needle 
—at a touch of your finger tips. 

This new preparation, derived from pure Crystal- 
line Dihydrostreptomycin Sulfate, presents the 
ultimate in easy “syringeability”: it is immedi- 
ately ready for use—injection procedure is rapid 
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pure dihydrostreptomycin base. 
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Promotes Normal Peristalsis— 
Without Injury to Mucosa 


Irritated, injected mucosa such as is Mucosa remains normal following 
produced by roughage. Metamucil. 


Metamucil produces ‘a smooth, highly glistening mucosa and an increase 


in the tone of the bowel musculature. 


With Metamucil’s ‘smoothage” management of constipation there is 


no irritation, straining or impaction—and no interference with digestion 


or absorption of oil-soluble vitamins. 


Metamucil powder is taken with a full glass of cool liquid —producing 


an adequate quantity of bland, plastic, water-retaining bulk which 


mixes intimately with the intestinal contents and is distributed evenly 


through the digestive tract. 
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loid of Plantago ovata (50%), a seed of the psyllium 


group, combined with dextrose (50%) as a dispersing agent. 


* Block, L. H.: Manag it of Constipation with a Refined Psyllium Mucilloid Combined 
with Dextrose, Am. J. Digest. Dis. 14:64 (Feb.) 1947. 
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less than 30 seconds you will note 
that it “fluffs up” to many times 

its size. This speedy disintegration 
increases the adsorptive surface 
approximately 10,000 times. Syntrogel 
goes to work in the stomach with 
equal speed. It adsorbs and neutralizes 
stomach acid, alleviates heartburn 
and provides prompt, yet long-lasting 
relief in most cases. Syntrogel gives 
symptomatic relief in peptic ulcer, 
dietary indiscretions and other 
conditions of gastric hyperacidity. 
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Antacid Given 


in peptic ulcer therapy 


Antacid Action and Mucosal Protection. 
m All other agents are adjuncts to these 2 proven timefedted esgentials. 
Antucid\Action is essential because: 

“The formation of hydrochloric acid is presumably rather under 
hormonal and chemical than under vagal control ...'"" Vagal inhibitors 
may reduce the volume of acid, but a considerable amount of hydrochlori 
acid is still secreted. Antacids must be provided to counteract this 
The chart above shows Mucotin’s distinct antacid action. 

Mucosal Protection is essential because: 


The mucin producing gastric glands are under direct vagal control 


Vagal inhibitors decrease the amount of this natural protective secretion 
Gastric mucin must be added to adequately protect the mucosa. 
= ANTACIDS ALONE . MUCOTIN 

Aluminum Aluminum hydroxide & 

4 a hydroxide and 3 magnesium trisilicate 

{ trisilicate alone; . even, tenacious, 

clumping. 


protective coating. 


MUCOTIN-—the. only mucin antacid—provides effective antacid 
and mucosal protecting action to promptly relieve symptoms, promote 
rapid healing and help prevent recurrences, 
SUGGESTED DOSAGE: 2 tablets every 2 hours. Tablets should be well 
chewed and no fluids taken for one-half hour for maximum coating and 
prolonged antacid effect. 


REFERENCES:}. Goodman, Louis and Gilman, Alfred, The. Pharmacoloyical Basia of 
Therapéutics; The Macmillan Co., 1941, p. 466. 2. Ibid., p. 466 
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for peptic ulcer and heartburn 


Suspension Maalox contains the 
hydroxides of Magnesium and Aluminum 
in colloidal form, and offers the following 
important advantages: 
Fast relief of pain and distress 
Freedom from constipation and 
gastric irritation 
20% greater acid-binding capacity 
supplied: 
Suspension in 355 ce 
(12 fluidounce) bottles. No acid rebound or systemic alkalosis 


Tablets in bottles of 100. (Each 
Maalox Tablet is equivalent to 


Antispasmodic action of magnesium 


Pleasant taste—acceptable for 


one teaspoonful of Suspension.) prolonged administration 


| WILLIAM H. RORER, INC. 


° 
Write for samples |X Established 1910 
E 
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CREMOSUXIDINE® is a smooth, delicious, chocolate-mint flavored suspension of SULFASUXIDINEx —the 
virtually nontoxic intestinal bacteriostat—with detoxicant kaolin and pectin for control of infectious and 
non-specific diarrheas. Since SULFASUXIDINE remains in high concentration in the intestines and is only 


sparingly absorbed, CREMOSUXIDINE is sound, effective therapy for diarrhea, even in infants and children. 
Supplied in SPASAVER® bottles of 16 fluidounces. Sharp & Dohme, Philadelphia 1, Pennsylvania. 


6Y 
SUSPENSION 


in functional 
B® distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea, indigestion and constipation. 


prompt and effective relief 


can be given most of these patients by prescribing Decholin Belladonna for 
alleviating spasm and stimulating liver function. 


DECHOLIN with BELLADONNA 


reliable spasmolysis 


The belladonna component of Decholin ‘Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 


improved liver function 


Dehydrocholic acid (Decholin), the most powerful hydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 
mild laxation without catharsis 


DOSAGE 

One or, if necessary, two Decholin, Belladonna Tab- 
lets three times daily 

COMPOSITION 

Each tablet of Decholin| Belladonna contains Decholin 
(brand of dehydrocholic acid) 344 gr., and ext. of 
belladonna, '/6 gr. (equivalent to tincture of bella- 
donna, 7 minims), Bottles of 100. 


AMES compPaANY. INC ELKHART, INDIANA 


Ames Company of Canada, Lf, Toronto 


270 
| 
i 
| 


Tne Review of Gastroenterology 


(INCORPORATING THE AMERICAN JouRNAL oF GASTROENTEROLOGY) 


A monthly journal of Gastroenterology, Proctology and Allied Subjects 


VoLuME 19 APRIL, 1952 NuMBER 4 


SYMPOSIUM ON PEPTIC ULCER 
MEDICAL ASPECTS OF PEPTIC ULCER? 
Brier CuinicaAL Reports ON BANTHINE 

PRANTAL AND UROANTHELONE ( KUTROL ) 

DAVID J. SANDWEISS, M.D 
and 


MARCUS H. SUGARMAN, M.D. 


Detroit, Mich 


This discussion of the medical aspects of peptic ulcer is based upon the 


office records of the first 725 consecutive ulcer patients whom my associate and 
I have treated during the last 25 years. I shall focus my attention on the follow- 
ing three questions: (1) How effective is our present day medical regimen? 
(2) What major clinical problems did these patients present? and (3) How 
effective is partial gastrectomy in a group of patients who were intractable to 
medical management, particularly those patients who were diagnosed as also 
having “neurosis”? 


This group of 725 patients consisted mainly of members of families of 
factory workers or of owners of small business enterprises. Most of them owned 
automobiles; many, their homes. Their children were given the schooling com- 
mon among members of the middle class, a large proportion finishing high school 
and a significant number going on to colleges and universities. These patients 
faced the social, economic and emotional problems confronting the average 
middle class family in a big city. In short, they are representative of the types 
of patients you and I see daily in our offices and in our hospitals. Patients we 
observed in out-patient departments and clinics are not included in this series 
of 725 consecutive ulcer patients. It may be added that most of the patients 
were Jewish, 


*Read before the Sixteenth Annual Convention of the National Gastroenterological 
Association, Chicago, Ill., 17, 18, 19 September 1951. 
+From Harper Hospital, Detroit, Michigan. 
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Table I presents the site of the original ulcer. It will be noted that 669 
patients or 92.3 per cent had duodenal ulcers; 45 patients or 6.2 per cent had 
gastric ulcers and 11 patients or 1.5 per cent had both gastric and duodenal 
ulcers. Seventy-eight per cent of the patients were males and 22 per cent were 


females. 


I shall limit my remarks to the 669 patients with duodenal ulcers. 


MepicaL REGIMEN 


We employ the conventional ulcer regimen'. It consists of a diet, antacids, 
antispasmodics, sedatives and attention to the psychosomatic problems if present. 


The physiological principles underlying the conventional medical regimen are 


presented in detail elsewhere*. In addition, we strongly recommend to our pa- 
tients extra amounts of physical and mental rest; avoidance of overwork and 
fatigue; at least eight and if possible ten hours of sleep per night; prevention or 
at least immediate appropriate sare of upper re spiratory infections; and restric- 
tion in the use of tobacco, alcohol and coffee at least during active ulcer distress. 
With regard to emotional disturbances, a frank discussion between the doctor and 
the patient concerning his anxieties and resentments may result in better under- 
standing of the harmful influence of acute emotional tension, and, therefore, 
may lead to efforts by the patients to avoid the more common immediate sources 
of such tension in his case. And last, we emphasize that peptic ulcer is usually 
characterized by recurrent episodes and that the disease is not usually a serious 


one. 


IMMEDIATE RESULTS 


\ sample group consisting of the first 100 patients in strict alphabetical 
order, was investigated in detail both as to the immediate clinical results and 
as to rate of recurrences during the early course of the disease. The results are 
enumerated in Tables I and III. 


It will be noted from Table IL that 93 per cent of the patients we see for 
the first time (not necessarily during the first treated attack), whether treated 
ambulantly or in the hospital, become symptom-free (usually within a few days ) 
and stay symptom-free for an indefinite but variable period of time. 


It should be noted, however, that the immediate clinical results are not as 
encouraging if we consider only patients with long standing chronic duodenal 
ulcers. For example, in a series of 55 potion with chronic duodenal ulcer treated 
ambulantly, and previously re ported by us® ied 55 per cent of the patients be- 


came symptom-free (see also Table VIII) 
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ULcER RECURRENCES 


It will be noted from Table III that whereas 93 per cent of the sampled 100 
patients treated by us for the first time (not necessarily for their first “attack” ) 
became symptom-free during our ulcer regimen, approximately 50 per cent of 
them developed recurrent symptoms within one year, 65 per cent within 2 years; 
80 per cent within 5 years, and 87 per cent within ten years (90 per cent within 
eleven years ). 


ATTEMPTS AT PREVENTING RECURRENCES 


It is recognized that an adequate medical regimen includes not only meas- 
ures for the acute ulcer attack but also measures for the prevention or del: iv of 
recurrences. The two are inse parable; one is merely a continuation of the other. 


TABLE I 
A—Typr oF ULcE! 


Patients Per cent 
Duodenal Ulcer 669 
Gastric Ulcer 15 
Castric and duodenal ulcers ll ] 


92 
6 


Total 72 100.0% 


Male 
Female 


Total 


We strongly urge our patients to abide indefinitely by the following meas- 
ures, which differ basically only in degree from those outlined above under 
treatment. These are: 


(1) Small feedings between meals even when symptom-free; exclusion of 
highly seasoned and spicy foods; restriction in the use of alcohol and caffein 
containing beverages. 

(2) Extra amounts of physical and mental rest; avoidance of exhaustion, 
fatigue and overwork. 


(3) During periods of unavoidable stress and tension, resumption of the 
ulcer regimen, which should include supplementary feedings, an antacid, an 


antispasmodic and a sedative. 


(4) Prompt treatment of recurrent symptoms. 


73 

B—Sex 

160 294 

| 725 1009 
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In our opinion, these, as well as similar measures outlined by others, are 
inadequate and unsatisfactory for the prevention of recurrent ulcer attacks. Our 
data on recurrences referred to above, as well as those reported by others, prove 
this point. Continued search for more adequate measures is therefore still 


necessary, 


It should be emphasized however, that relapses characterize the ulcer 
disease. In themselves these present no serious difficulties in medical manage- 
ment for they respond to medical treatment again and again and again. Their 
chief danger lies in the complications that may follow. 


ULcer COMPLICATIONS 


The reasons for the development of complications are readily understood. 
With each relapse the ulcer becomes deeper; hemorrhage occurs not infrequently; 
at times, perforation results into the free peritoneal cavity or into the adjacent 
organs; scar tissue may extend, contracting the bulb, thus narrowing the lumen 
with resultant delay in gastric emptying. Many of these patients thus become 
intractable to medical man: iwement. 


Table IV, Part I, classifies the complications encountered in the 669 patients 
with duodenal ulcers. It will be noted that 152 patients (22.7 per cent) had 
one or more hemorrhages (a total of 300); 91 (13.6 per cent) were hospitalized 
one or more times (a total of 129) for intractable pain that failed to respond to 
ambulatory ulcer management; 33 (4.9 per cent) developed one or more episodes 
of marked gastric retention which necessitated hospitalization (a total of 41) 
and 22 patients (3.3 per cent) had 24 ulcer perforations. Excluding duplications, 
251 patients (37.5 per cent) had ulcer complications, (i.e., hemorrhage, retention, 


perforation and/or intractable pain )* 


which necessitated hospitalization one or 
more times. 
Elective surgery was performed on 100 of the 669 patients (Table V, Part 1) 
r 15.0 per cent of the total ( partial gastrectomy in 72 patients, gastroenterostomy 
in 34°° and other surgical siaeaialsion in 12,—a total of 100 patients when duplica- 
tions are excluded ), These 100 patients were among the 251 who experienced one 
or more of the ulcer complications enumerated above. Thus, of the 251 patients 
who experienced ulcer complications, 4 out of every 10 patients (40 per cent) 
were subjected to elective surgery sooner or later (Table V, Part I) 


*The number of complications just listed does not represent the total incidence in these 
669 duodenal-ulcer patients; they include only those that occurred before we were first con- 
sulted and while the patients were under our observation. Since a number of the patients no 
doubt experienced unreported complications after their last contact with us, the incidence 


certainly will be higher 
*°In 28 of these 34 patients, gastroenterostomies were performed before they first con- 


sulted us and prior to 1935 
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In other words, of the entire series of 669 patients, 251, or 1 out of every 3 
patients, sooner or later develop a hemorrhage, retention, perforation and/or 
intractable pain (see Table IV, Part 1). Of the 251 patients who developed these 
complications, 40 per cent were subsequently operated upon (see Table V, 
Part | 


Of interest in this series is a group of 175 patients who were treated for 
proved duodenal ulcer prior to 1937, ice., 


15 to 20 years ago. It will be noted 
(see Table IV, Part II) that 38 per cent of these patients had one or more 
hemorrhages; 28 per cent were hospitalized one or more times for ulcer pain 


that did not respond to ambulatory management; 5 per cent of the patients were 
hospitalized for treatment of high grade retention, and 8 per cent of this series 
had one or more free perforations into the peritoneal cavity. Excluding duplica- 
had one 
or more of the above stated complications which required hospitalization one or 
more times. 


tions, 107 of the 175 patients (61 per cent, or nearly 2 out of 3 patients 


TABLE II 


IMMEDIATE ReEsuLTS—DUODENAL ULCER 
100 “SampLep” Cases Our or tHE 669 Consecutive PATIENTS 
(MepicaL MANAGEMENT—First “ArtTrack” TREATED BY AUTHORS 


[I Complete Relief from Symptoms 
II No Relief from Symptoms 
1. Intractable Patients 
(Chronic walled-off perforation into Pancreas 
Retention 


Hemorrhage 


Elective surgery was performed on 70 of the 175 patients who had duodenal 
ulcer 'onger than 15 years, i.e., on 40 per cent of these patients. These 70 patients 
were among the 107 in this series who experienced ulcer complications (see 
preceding paragraph). Thus, of the 107 patients who had duodenal ulcer 
longer than 15 years and who also experienced one or more of the ulcer com- 
plications enumerated above, 2 out of 3 patients or (65 per cent) were subjected 
to surgery sooner or later (Table V, Part II). 


In other words, of the 175 patients who had duodenal ulcers 15 years or 
longer, 107, (or 2 out of 3), developed one or more of the complications enumer- 
ated above (as compared with 1 out of 3 for the group as a whole ); of the 107 pa- 
tients who experienced these complications and who had duodenal ulcer 15 
years or longer, 65.5 per cent (or 2 out of 3) were operated upon (as com- 
pared with 40 per cent of those in the entire series who had ulcer complications ). 


4 l 
l 


THE REVIEW OF GASTROENTEROLOGY 


In this light, a long standing duodenal ulcer appears to constitute a more 
serious disease than is widely supposed. It should be stressed, however, that 
even in this so-called chronic group of 175 patients, 1 out of 3 responded readily 
to the conventional ambulatory ulcer regimen, stayed symptom-free for years at 


a time and never experienced an ulcer complication that required hospitalization. 


THe INTRACTABLE ULCER PATIENT AND THE INTRACTABLE ULCER 


By intractability we mean failure on the part of a patient to obtain complete 
relief from ulcer distress while on adequate ulcer management; or, if a symptom- 
free interval results, there follow frequent relapses in rapid succession without 
apparent organic complications to explain them. This group of patients taxes 
the diagnostic and therapeutic acumen of most clinicians; in our practice, they 


present a major medical problem, 
These patients, in our opinion, fall into three distinct groups: 


1. Intractable ulcer due to severe emotional trauma:—Temporary intract- 
ability in individuals with stable personalities; recurring intractability in individ- 
uals with unstable personalities. This group of patients suddenly become intract- 
able when they are confronted with social, economic and emotional forces, that 
appear to be “unavoidable” and for the present are “insurmountable”, For 
example: The young woman who was disappointed in love,—she was left at the 
altar and “can never forget”; the young father with three children whose wife 
left him for someone who can provide for her more adequately,—“she will sue for 
the children in due time”; the pious, orthodox, middle-aged father whose daugh- 


ter married out of her religion,—“the young man, an atheist at that”; the middle 


aged business man who is threatened by his creditors with bankruptcy; or the 


mother whose “only son was killed in battle”. Examples of this type, perhaps 
not as striking, can be cited over and over again. In our experience psychiatrists 
and the ministry are doing an outstanding job with these patients,—but, un- 
fortunately, not enough. Needless to say, surgery is contraindicated in this 
group of patients—unless the following indications exist: (a) perforation, (b 
frequent or massive hemorrhage, (c) gastric retention not controlled by adequate 


medical management, and (d) a gastric ulcer suspected of being malignant. 


2. Intractable Ulcer due to a deep, penetrating or perforated walled-off 
ulcer:—For many years these patients respond, like most ulcer patients, to the 
usual ambulatory ulcer regimen, ie. they experience short ulcer attacks followed 
by relatively long symptom-free intervals. Suddenly these patients become more 


or less intractable to treatment. The pain changes somewhat, either as to 
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character and intensity, location and radiation, or as to its rhythmic appearance 
and disappearance in relation to food. As a rule, the pain is more severe; in 
a number of these patients (not in all) the pain radiates to the back or right 
axilla. Following food or antacids, the pain is relieved only for a short time, 
if at all. If these patients respond to treatment, they develop frequent relapses 
in rapid succession. 


The physical examination is usually essentially negative, as are also the labor- 
atory data. These patients, as a rule, do not show a gastric hypersecretion. Fre- 
que ntly their acid concentration is a bit higher than what is generally considered 
to be normal, though not necessarily higher than what these patients have shown 
before. The roentgenologists, also, as a rule, fail to find a complicating factor 
to account for the intractability. Fluoroscopic and roentgenologic examinations 
show a deformed, contracted or scarred bulb with or without a crater (usually 
without one) and only occasionally a posterior wall duodenal ulcer. 


TABLE III 
RECURRENCES—DUODENAL ULCER 
(ForLowine First “Arrack” TREATED BY AUTHORS ) 


93 Patients WHo BECAME SYMPTOM-FREE ON MEpICAL MANAGEMENT 
(Our or tHE 100 “SamMpLep” Cases ) 


Number of ; Number of 
I. Recurrences Patients | Percent || II. Still Symptom-free patients 


Within 1 year 46 
Within 2 years 61 


l 2 years 
9 
Within 3 years 68 3. 3. 
5 
5 


2 3 vears 
1 5 years 
Within 5 years to 7 8 years 

. Within 10 years 81 9 10 years 
3. Within 11 years 84 | 90. 6. 14 and 20 vears 


Recurrences to date: 84 90.; Total 9 or 9.7% 


>) 
l 
9 
l 


In short, in these patients, we failed to demonstrate by physical examina- 
tion or by x-ray and laboratory studies an organic complication to account for 
the intractabilitv. In these patients, all that we have in the matter of determin- 
ing intract tability is the careful evaluation and interpretation of a change in symp- 
toms. Despite this change in symptoms, many physicians are reluctant to advise 
surgery in the absence of positive x-ray or laboratory evidence. 


To date, 36 of our patients in this group have been operated upon®, (Table 
VI). At operation, 30 of these 36 patients (or 83 per cent) were found to have 
posterior wall duodenal ulcers that had penetrated or perforated into the pan- 
creas; in 8 of these 30 patients the surgeon found an indurated mass ranging 
between 3 and 5 cm. in diameter. Two patients (6 per cent) had “perforating” 

*Included in this group of 36 patients are five patients each of whom had one or more 


mild hemorrhages long before surgery was performed. However, surgery was performed not 
because of the hemorrhages but because of intractable pain. 
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ulcers at the superior-posterior margin of the duodenum. Four patients (11 per 
cent) showed deep anterior-wall duodenal ulcers. 


Partial gastric resection was performed on 33 of these 36 patients. On the 
34th patient a gastroenterostomy was done; on the 35th, a vagotomy alone and 
on the 36th patient a vagotomy plus gastroenterostomy. Of the patients who had 
partial resection (complete follow-up was obtained on 32 of the 33 patients ) 
28 or 88 per cent are well—14 of these patients have now been observed longer 
then 3 years after the operation and 6 of the 14 longer than 5 years (Table VI) °°. 

3. Intractable Ulcer due to neurosis plus a deep penetrating or perforated 
walled-off ulcer:—Of special interest in this surgically treated intractable group 
of 36 patients are 19 patients who, prior to their operations, were diagnosed by 
us, and by other clinicians, as having “chronic duodenal ulcer and neurosis” (see 
Table VIL). These patients, prior to their operation, had “made the rounds”, 
seeking relief from their ulcer distress from other clinicians in Detroit or from 
nationally known clinics elsewhere. Practically all were advised to consult a 
psychiatrist; practically none of them did so, Because of the evident neurosis, 


surgery was long delayed and finally advised only with great reluctance. 


TABLE IV 


Il. Patients having Duodenal Ulcer 


1. Total Series (669 Patients ) 15 years or longer (175 patients ) 


Patients Per cent Patients Per cent 
Intractable Pain ..... . 28.0 
High Grade Retention . . 8.0 


669 or 3 


5% Excluding Duplication 175 or 61.0% 


\t operation 18 of these 19 patients were found to have posterior wall 
duodenal ulcers, 16 of which had “infiltrated”, “penetrated” or “perforated” 
into the pancreas. In 15 of these patients, the duodenum was extensively scarred 
and plastered to the pancreas. In 4, an indurated mass was found, ranging 
between 3 and 5 cm. in diameter. In three of the patients the duodenal stump 
“blew open” postoperatively, resulting in a stormy convalescence. 


°°Out of the total group of 669 patients with duodenal ulcer, 72 were subjected to sub- 


total gastric resection because of complications such as frequent hemorrhage, retention or in- 


tratcable pain (see Table V) Complete follow-up was obtained on 66 of these patients. 


Fifty-four patients or 82 per cent are well,—31 of these patients have now been observed longer 
than 3 years after the operation and 20 of the 31, longer than 5 years. Six of the 66 patients 
were symptom-free for a period ranging from 2 to 7 years and then experienced hemorrhages 
or developed gastrojejunal ulcers (2 patients developed complications 2 vears after resection; 
2, after 3 years; 1, after 6 years and 1, 7 years after resection). These 6 patients were included 
among the 12 “Failures”. 
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Following partial gastrectomy, 15 of these 19 patients (or 79 per cent) are 
now well—nine of the patients have now been observed longer than 3 years after 
the operation; four of the 9, longer than 5 vears. Of the 4 patients classified as 
having “unsatisfactory” results, one continues to have symptoms not much unlike 
those she experience 1d before surgery; the second patient, though free from ulcer 
distress, developed extreme symptoms of the male climacterium; the third patient, 
though free from ulcer distress, developed an intractable asthma; and the fourth 
patient, also free from ulcer distress, developed a nutritional problem which is 
difficult to manage; this latter patient still experiences the typical symptoms of 
the dumping syndrome now three years after the resection. 


Not infrequently we ask ourselves this question: should we not resort to 
the three-quarter gastric resection much earlier than we do now, and in many 
more patients of this intractable so-called psychoneurotic-ulcer group, who 
reality in addition to their neuroses. have organic complications that are dif- 
ficult, if not impossible, to demonstrate preoperatively? The same question 


TABLE \ 


EvectivE Surcery—Dvuopenat ULcer 


II. Patients having Dudenal Ulcer 
Total Series (669 Patients ) 15 years or longer (175 patients 
| 


Patients Per cent Patients Per cent 


| 10.8 Resection . 5 25.7 
1.5 Gastroenterostomy 17.7 
16 Other Surgery... 6 


100 of 669 or 15.0% Excluding Duplication 70 of 175 or 40.0% 


100 of 251 or 40.0% Of series with ulcer complications, 70 of 107 or 65.4% 
(See groups I and II in TABLE IV) 


might well be asked for the intractable ulcer group as a whole. Certainly, in 
the hands of the experienced gastric surgeons, the mortality is not high,—rang- 
ing between 2 and 3 per cent. In this group of 19 patients, there were no deaths. 
It is true that between 5 and 25 per cent of the gastrectomized patients ex- 
perience the distressing symptoms of the dumping syndrome; but this as a rule, 
only for several months. About 5 per cent of the resected patients have subse- 
quent hemorrhages; a similar number develop anastomotic ulcers. (To date not 
one of the 19 patients has developed either of these two complications ). Two 
or 3 per cent of the gastrectomized patients present nutritional problems, dif- 
ficult to manage; they are unable to gain back the weight they have lost (one 
patient in this series of 19). Of our 19 neurotic patients with intractable ulcer, 
upon whom this operation was performed, 15 or 79 per cent are physically 
well and show greatly diminished neurotic symptoms. They have attended fully 
and efficiently to their daily duties during the period of observation. Inde ed, 
they comprise a very appreciative group of patients! 
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It is our opinion that many more of these patients should have the benefit 


of a three-quarter gastric resection, and much earlier during the course of the 


disease, than is presently in vogue. 


BANTHINE, PRANTAL AND KUTROL 


| might add to this discussion a few words about our experience with two 
new drugs which have recently become available—Banthine and Kutrol. We 


have employed these drugs only in those cases where patients have failed to 


obtain complete relief from symptoms or responded only partially while on the 
conventional ulcer regimen, and only as an addition to the conventional ulcer 


regimen, 


TABLE VI 


I. Operative Findings in 36 Patients with Intractable Duodenal Ulcer (surgery twas 
performed because of intractable pain, no .other complications were apparent 
preope ratively ). 

Number of 
Patients Per cent 
1. Posterior wall ulcers deep penetration or perforation — . 30 83 

(In 8 of these or 22% of the 36 patients—an indurated 

mass Was found 3- 5 cm. In diameter ) 

Posterio®Superior margin—“perforating” 

3. Anterior wall ulcers 


Potal 


Surgical Procedures on the 36 Patients 


2. Gastroenterostomy 1; vagotomy ; gastroenterostomy 


plus vagotomy 1 
Total 


°Of the 33 patients who had partial gastrectomy for intractable pain (follow-up 


on 32 patients) 28 or 88% are well,—14 now longer than 3 years after operation 


and 6 of the 14 longer than 5 vears. 


Banthine appears to operate by temporarily preventing transmission of 
impulses through the parasympathetic nervous system; with large doses, the 
drug also inhibits or prevents synaptic transmission of the sympathetic system. 
It reduces gastric motor and secretory activity*”. 


We treated 44 patients with Banthine. In 29 patients (or 66 per cent), pain 
and other symptoms completely disappeared within a few days. In 15 patients 
the symptoms were either not relieved or the drug was discontinued because of 
side-effects; in 2 of these patients the symptoms were aggravated. In our own 
cases, Banthine has had no effect in delaying or preventing recurrences. In our 
experience, Banthine may be helpful in one ulcer attack and exert no beneficial 


effect in subsequent attacks. 
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Banthine is disagreeable in taste. It frequently causes dryness in the mouth, 


and, occasionally, blurring of vision. It gives rise to urinary difficulties in some 


cases. Despite these limitations and side-effects, we find Banthine helpful in a 
good many patients during acute ulcer symptoms’. 


Kutrol (uroanthelone ) is a drug of a wholly different type. Unlike Banthine, 
Kutrol, administered orally, does not inhibit gastric secretion in man*’; it does 


TABLE VII 
OPERATIVE FINDINGS IN 19 Patrents Havinc Botu “Nevunrosis” 
AND INTRACTABLE DUODENAL ULCER 


Number of 
Patients Per cent 


(“Perforated”, “Penetrated” or “Infiltrated” into the 

pancreas in 16 of the 19 patients ) 

(In 4 of these or 21% of the 19 patients an indurated 

mass was found 3-5 cm. in diameter ) 


Total 19 
Partial Gastrectomy on all 19 Patients 


(Surgery was performed because of intractable pain. No other ulcer com- 
plications were apparent preoperatively ) 

Fifteen of the 19 patients (79%) are well,—9 patients longer than 3 years 
after the operation, and 4 of the 9 longer than 5 years. 


however, inhibit gastric secretion in the rat® when administered intravenously and 
assayed by the method of Friedman and Sandweiss*. Its effect on gastric motor 
activity has not been determined. Oral administration of large doses of Kutrol, 
over a long period of time, produces no toxic effects either in the experimental 
animal® or man®. Kutrol is a hormone, or a hormone-like substance, which is ex- 
tracted from the urine of pregnant mares*. It is highly soluble in water, is free 


from estrogenic or gonadotrophic activity'? and manifests anticulcer activity'’ 

° After presentation of this paper, a new anticholinergic drug was introduced, referred to 
as Prantal Methylsulfate or Prantal. (Sperber, N., et al; A New Class of Parasympathetic 
Blocking Agents. J. Am, Chem. Soc. 73:5010, (Oct.),1951). Preliminary Studies suggest 
(Margolin, S. et al.; Pharmacological Properties of a New Parasympathetic Blocking Agent. 
Proc. Soc. Exper. Biol. & Med. 78:576, (Nov.), 1951), that Prantal when administered orally 
in small doses “is unique in its specificity of action within the parasympathetic system, i.e., it 
primarily inhibits gastric motility and gastric secretion.” “In doses which elicit this selective 
parasympathetic blocking action, it produces no mydriasis in animals and rarely, mydriasis or 
xerostomia in man.” 

To date we treated 22 patients with Prantal. We added Prantal to the conventional ulcer 
regimen after the patient failed to obtain a symptom-free interval or responded only partially 
to it (100 mg. orally, three times daily, before meals, and 100 to 200 mg. at bedtime). In one 
patient, the drug had to be discontinued: because of resultant severe headaches. Seven patients 
failed to obtain symptomatic improvement. Three patients developed mild blurring of vision 
but they continued with smaller doses of the drug with favorable results. During acute ulcer 
symptoms, Prantal was helpful in 14 of the 22 patients (or 64 per cent). 
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when assayed on the pyloric ligated rat by the method of Shay et al''. Page and 
Heffner® reported very encouraging clinical results from its oral use in patients 
with peptic ulcer who did not respond to the conventional ulcer regimen. The 
underlying mechanism of its action is not definitely known. In experimental 


studies conducted by myself and my associates'*."*, we found that Kutrol, like 
human uroanthelone'*, reduces the incidence of ulcer formation in dogs operated 
on by the Mann-Williamson method", and that it definitely prolongs the survival 
time of these animals. Further details on the relationship of uroanthelone to 
peptic ulcer appear elsewhere" 


TABLE VIII 


Resuits iN 43 Patients with DuopeNAL ULCER TREATED WItH KUTROL 
(Kutrol was added to the conventional ulcer regimen only after the patients failed to become 
symptom-free on the latter regimen or if they responded only partially ). 
A. Immediate Results—43 Patients Patients Per cent 
No improvement 
Improved but recurrences of symptoms in 3 
still on Kutrol therapy 


Symptom-free 3 months or longer ‘ oe 
Total 


B. Remote Results—43 Patients 

No unprovement 
3. Improved but recurrence of symptoms in 3 months 

while still on Kutrol therapy ie 
Total 
Symptom-free but recurrence within 1 year 
l Recurrence 5 to 6 months 


2. Recurrence 6 to 12 months . 


Total 

Symptom-free but recurrence after 1 year 
1. Recurrence 1 to 2 vears 
2. Recurrence 2 to 3 years ; 
Total 
Still Symptom-free longer than 1 year 

Still symptom-free 1 to 2 years 

Still symptom-free 2 to 3 years 

Still symptom-free 3 to 4 years 

5 


Still symptom-free 4 to vears 


Total ; 18.5 
Grand Total ‘ 100.0 


We employed Kutrol in a group of 43 private office patients with chronic 
duodenal ulcer who either failed to respond to the conventional ambulatory ulcer 
regimen or who responded only partially. The patients were asked to continue 
with the ulcer regimen they were on, and, in addition, to take 2 capsules of Kutrol 
after each of the 3 major meals and 2 capsules at bedtime. Since Kutrol is neither 
an antacid nor a gastric secre tory de »pressant, the patie nts were asked to continue 
with the antacids we usually prescribe'. Thirteen patients took Kutrol daily for 


43 100.0 
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6 weeks and the remaining 30 patients took Kutrol daily for 3 months or longer. 
When a remission occurred, it was usui lly within 2 weeks after the addition of 
Kutrol. 


Thirty-three of the 43 patients improved after Kutrol was added to the ulcer 
regimen. However, 4 patients developed recurrences in 3 months while still on 
Kutrol therapy. Thus, 29 of the 43 patients (or 67 per cent) became symptom- 
free longer than 1 year (see Table VIII). Of the 15 patients who were symptom- 
free and continued to be symptom-free longer than 3 months (see Table VIII). 


Of the 29 patients who became symptom-free and continued to be symptom- 
free longer than 3 months, 5 patients developed recurrences between 5 and 6 
months and 9 patients developed recurrences between 6 and 12 months. Thus, 
14 patients developed recurrences within 1 year and 15 patients were symptom- 
free longer than 1 year (see Table VIII). Of the 15 patients who were symptom- 
free longer than 1 year, five patients en recurrences in 1 to 2 years, and 
2 patients developed recurrences in 2 to 3 years; the remaining 8 patients are 
still symptom-free longer than 1 year (see T able VIII). 


It should be noted that since our patients were cognizant of the fact that 
they were members of a “study group”, and, further, since these patients were 
observed fre ‘quently and over a prolonged period of time, the psychotherapeutic 
effect must not be overlooked. 


It should also be noted that 6 of the patients who did not respond during 
Kutrol therapy and 7 of the patients who became symptom-free but subsequently 


continued to experience frequent and prolonged recurrences were eventually 
operated on. Each of these 13 patients (30 per cent of the Kutrol treated pa- 
tients) was found to have, as we had suspected previous to the addition of 
Kutrol, a posterior-wall duodenal ulcer that had penetrated or perforated into 
the pancreas. 


In summary: Of our 43 patients who were given Kutrol after they failed to 
become symptom-free on the conventional ulcer regimen, 1/3 of the patients 
failed to improve (Item I, Table VIII); 1/3 of the patients became symptom- 
free but developed recurrences between 5 months and 1 year (Item II, Table 
VIII) and the remaining 1/3 of the patients became symptom-free and contin- 
ued to be symptom-free 1 year or longer (Items III and IV, Table VIII). Of the 
latter 1/3, one-half of the patients subsequently developed recurrences. Eighteen 


per cent of the patients are still symptom-free longer than 1 year. 


It is our opinion that the conventional ulcer regimen is still the treatment 
of choice for patients with duodenal ulcer, i.e., diet, antacids, antispasmodics, 
sedatives and attention to the psychosomatic problems when present. In our 
series of 43 patients who failed to become symptom-free on the conventional 
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ulcer regimen, 1/3 of the patients responded favorably for 1 year or longer after 
Kutrol was added to this regimen. However, 1/3 of the patients failed to improve 
and the remaining 1/3 of the patients, though they became symptom-free, devel- 
oped recurrences between 5 and 12 months. 


SUMMARY 


1. The present day conventional medical regimen is highly effective in 
the termination of an attack early in the course of duodenal ulcer, but less 
effective as the ulcer progresses during the course of years, especially when 
complications develop. 

2. No effective methods have as yet been devised to prevent recurring 
ulcer attacks in patients with duodenal ulcer. 


3. Ulcer complications such as perforation, retention, hemorrhage and 
intractability developed in one out of three patients in the entire series (in 25] 
out of the 669 duodenal ulcer patients) and in 2 out of 3 patients observed 
15 years and longer (in 107 out of the 175 patients). 


4. To date, 15 per cent of the 669 patients with duodenal ulcer came to 


elective surgery (100 patients). However, of the 251 patients who developed 
ulcer complications, 40 per cent were subjected to elective surgery (100 patients ). 
Of the 107 patients who had duodenal ulcers 15 years or longer and who also 
developed ulcer complications, 65.5 per cent were operated upon (70 patients ) 


5. Because of the high incidence of complications encountered in patients 
with long standing duodenal ulcer (See 3) and, further, because so many of these 
patients eventually come to surgery (See 4), duodenal ulcer constitutes a more 
serious disease than is widely supposed. 


6. Among the patients who fail to show apparent complications, three 
types of intractability are recognized. 

(a) The patient is intractable because of a severe emotional trauma. 

(b) The ulcer is intractable because it is deep or penetrating or because 


it has perforated into the pancreas or other tissue (walled-off ) 


(c) As in b, but the patient also presents the clinical picture of a frank 
neurosis. 


7. Results of gastric resection are very satisfactory in the group of patients 
where severe neurosis masks these types of ulcers. 
with deep, penetrating or perforated walled-off ulcers and equally satisfactory 
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8. It is our opinion that many more of the patients having both neuroses 
and intractable ulcers should have the benefit of a three-quarter gastric resec- 
tion and much earlier in the course of their disease than is presently in vogue. 


9. Brief clinical reports are presented on Banthine and Prantal, and a more 
detailed report is presented on unroanthelone ( Kutrol). 
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THE SURGICAL ASPECTS OF PEPTIC ULCER® 


LESTER R. DRAGSTEDT, M.D.+ 


Chicago, Il. 


I am especially happy to take part in this symposium with Dr. Sandweiss 
because the records that he has accumulated with respect to his patients 
resemble those that we see in our clinic. I flatter myself that this means that 
he follows his patients as carefully as we do, 


1 cannot profitably discuss this problem of peptic ulcer with the man who 
believes that 95 per cent of his patients remain well permanently after a simple 
gastroenterostomy. For this reason I propose to devote a good deal of my time 
to a discussion of the pathological physiology of peptic ulcer. This is especially 
important to the surgeon because the procedures that he uses are designed to 
alter the physiology of the stomach. 


My former teacher, Dr. Bertram Sippy, who was persuaded that these 
ulcers are peptic ulcers, maintained that they could be satisfactorily treated 
if the physician could keep the gastric content neutral during the entire twenty- 
four-hour period. I believe it is probably true insofar as duodenal and gas- 
trojejunal ulcers are concerned, that success in the medical treatment of these 
lesions is directly proportional to the ability of the physician to neutralize the 
gastric content for the entire twenty-four hours. 


The surgeon attempts to reduce the digestant action of the gastric content 
by decreasing the amount of gasrtic juice that is produced rather than by 
neutralizing it after it has been secreted. I think it is fair to say also that the 
success of the surgeon in dealing with the problem of peptic ulcer is directly 


proportional to his ability to decrease the hypersecretion of gastric juice which 


is present in these patients. 


I am persuaded that there are two chief alterations in the physiology of 
the stomach in patients with duodenal ulcer. First and most important. These 
patients secrete more gastric juice during the period of fasting, in the so-called 
empty stomach than does the normal individual, they secrete more gastric juice 
in response to food and the usual stimuli for gastric secretion than do normal 


*Read before the Sixteenth Annual Convention of the National Gastroenterological 
Association, Chicago, Ill, 17, 18, 19 September 1951. 

*#Chairman of Department of Surgery, The University of Chicago. This work has been 
aided by grants from the Division of Research Grants and Fellowships of the National Insti- 
tutes of Health of the United States Public Health Service, and the Otho S. A. Sprague 
Memorial Institute. 
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people; and second, there is usually present a hypermotility and hypertonicity 
of the stomach. 


This hypersecretion in the fasting stomach became evident to us just about 
twelve years ago, when we began aspirating the gastric content during the night 
in a series of patients following general surgery. With the introduction of the 
Wangensteen suction apparatus, we inve sstigated the output of the so-called 
empty stomach in a great variety of conditions and were impressed with the 
fact that patients with duodenal ulcer put out a great deal more gastric juice 
in the empty stomach during the twelve-hour period at night than did normal 
individuals. (Table I) Eighty-one normal people put out an average of 551 
c.c. of fluid in the empty stomach while they were asleep in the hospital, and 
with a tube in the stomach with constant suction. The free acid concentration 
was 33 clinical units. If we multiply the volume by the concentration of acid, 


TABLE I 


AVERAGE TwWeELvE Hour Nicutr Gastric SECRETION IN THE EMprTry STOMACH OF 
NorMAL INpIVIDUALS AND Peptic ULCER PATIENTS 


Number Volume Free Acid | HCl Output 
of Cases C.c. Clinical Units | Milli-equiv. 
Normal 81 5! 33 18 
Duodenal Ulcer 135 08: 52 60 
Duodenal Ulcer 
After Vagotomy 70 ‘ 22 1] 
Gastric Ulcer 14 : 17.8 
Gastric Ulcer 
After Vagotomy 10 46! 1.4 


we find that the normal individual rather constantly puts out 18 mEq. of hydro- 
chloric acid in a twelve-hour period at night when the stomach is empty and 
he is shielded from the sight and the odor and taste of food. This is the so-called 
resting gastric secretion. 


One hundred and thirty-five duodenal ulcer patients put out an average 
of 60 mEq. 


Just before I came down here I glanced over the data that we have obtained 
in 600 patients with duodenal ulcer, where we have from three to fifteen twelve- 
hour night aspirations before surgery. In those 600 duodenal ulcer patients, 70 


put out more than 100 mEq. of hydroc hloric acid; 10 put out more than 200; 
1 put out 320, and 1 (a physician ) put out the astounding total of 332 mEq. 
of hydrochloric acid from his stomach in a twelve-hour period at night when 


his stomach was empty and he was asleep and shielded from the sight, or odor, 


or taste of food. 
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We! have likewise found that these ulcer patients put out from three to 
five times as much acid in response to a standard dose of histamine as does the 
normal individual. They likewise put out twice as much acid in response to a 
standard insulin hypoglycemia as does the normal individual. 


In addition to the indications for surgery brought out by Dr. Sandweiss, 
I should like to raise a question concerning the patient that puts out from 100 
to 300 mEq. of hydrochloric acid in the fasting night secretion. The question 
is: Is it likely that medical mangement of a type that that patient can undergo 


IMMEDIATE AND REMOTE EFFECT OF VAGOTOMY 
ON GASTRIC SECRETION IN TOTAL POUCH DOG 


D.962 Total Gastric Pouch with Immediate Effect of Crus/in: Persistent Reduction 
Vagi Intact Vagi in the Che after two years 


w 

2 
z 


MCL OUTPUT 


DAYS 


Fig. 1—Chart illustrating the immediate and late effect of crushing both vagus nerves in the 
chest on the daily output of free HCl from the total stomach pouch in the dog. 


will suffice to neutralize that tremendous amount of acid while the patient is 
asleep? I believe not. I am impressed by the fact that it is in the nighttime when 
the stomach is empty of food that the greatest damage to the gastric and 
duodenal mucosa by the gastric juice is accomplished. I would therefore add 
to the criteria for surgical management suggested by Dr. Sandweiss, this one 
of excessive nocturnal secretion of acid gastric juice. 


What is the cause of this excessive secretion of gastric juice and is it sig- 
nificant in the ulcer problem? I believe it is significant largely because we now 
know definitely that if we produce a hypersecretion of gastric juice of this 
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extent in experimental animals, ulcers invariably develop. This was demon- 
strated by Hay, Varco, Code and Wangensteen*? when they stimulated gastric 
secretion by the implantation of histamine and beeswax into the subcutaneous 
tissues. We have found in our laboratory that when we induce a hypersecre- 
tion of gastric juice of nervous origin, ulcers also are produced. It is this data 
that I should like to present this afternoon and to raise the question: Is the 
hypersecretion which is found in duodenal ulcer patients due to a hyperac- 
tivity of the nervous mechanism of secretion? Is it due to a hyperactivity of the 
hormonal or gastric phase of gastric secretion? Is it due to a hyperactivity of the 
intestinal phase of secretion? 


Now, in connection with this problem, I should like to call your attention 
to the fact that in patients with duodenal ulcer, who have nad vagotomy, the 
output of gastric juice or rather the output of acid in the gastric content, is 
reduced to below the normal level. (Table 1) We can say now, after an ex- 
perience with something like 780 patients, that 98 per cent of all of these patients, 
have secured a greater than 60 per cent reduction in the output of gastric acid 
as a result of the vagotomy. 


Section of the vagus nerves produces a permanent abolition of the nervous 
phase of gastric secretion. We reported this many years ago, but we have to keep 
reporting it because constantly people appear on various platforms who have 
done one or two experiments, or have made one or two casual observations on 
patients and who report that the effect of vagotomy on the nervous phase of 
gastric secretion is temporary, that the effect passes off within a year, and the 
gastric secretion returns to normal. We are confident that this is not the case, 
that the divided vagus nerves do not regenerate and a compensatory secretion 
of gastric juice due to other mechanisms does not occur. This is illustrated in 
Figure 1, taken from some studies previously reported from this laboratory* 
A total pouch of the stomach in the dog was prepared with the vagus nerves 
intact and a nylon plastic cannula inserted for the quantitative collection of 
the gastric secretion. The 24 hour output of gastric juice is graphically rep- 
resented in black for a period of 23 days. The vagus nerves in the chest were 
then crushed with a hemostat and the profound reduction in secretion resulting 
is graphically illustrated in the middle section of the figure. This reduction 
persisted with little change for a period of two years, and it is now three and 
one-half years since the operation was pe formed and the output of juice at 
present is just about the same as it was immediately after the nerves were 
crushed. 


We have performed a great many experiments of this type and they are 
in agreement with our observations on patients that when the vagus nerves are 
divided they do not subsequently regenerate. The abolition of secretory function 
appears to be permanent. 


THE REVIEW OF GASTROENTEROLOGY 


I should like to point out here that one of the complications of this type 
of experiment, where a pouch is made of the entire stomach with its vagus 
innervation preserved, is the regular development of typical progressive ulcers 
in the isolated stomach. Whereas these ulcers regularly develop in the stomach 
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Chart illustrating the effect of partial and complete removal of the antrum on the 
secretion of gastric juice from a Heidenhain accessory stomach pouch, In the top 
section is charted the daily output of free HCl in the middle section the free HCl 
concentration, and in the bottom section the daily volume of gastric juice. The first 
column represents the control period, the second column a period following removal 


of %& of the antrum, and the third column a period following total excision of the 
antrum 


pouch with intact vagus nerves, they have never been observed in similar prep- 
arations to which the vagus nerves have been divided. In this sense these ulcers 
may then be spoken of as neurogenic ulcers. 


The secretion graphically represented in the first column of Figure 1 rep- 
resents, of course, the output of acid by the stomach when the nervous and 


290 
{ Le / —= 4 
| 120 
100 
60 
60 
40 
20 
| | 
— | 
| | | 
60- 
20 
] 
| 
| 600 
400 
200 
if MARCH APRIL MAY JUNE JULY 
3 


Dragstedt—The Surgical Aspects of Peptic Ulcer 291 


intestinal phases of gastric secretion only are present. The gastric phase of 


stimulation is absent since the stomach pouch contains no food. It is thus evi- 
dent that when the nervous phase of gastric secretion is removed by crushing 
the nerves, the remaining intestinal phase is so meager that it can be, I believe, 
disregarded. We have much data that substantiates the view that of the total 
amount of gastric juice produced in a 24 hour period 10 per cent or less is due 
to stimulation of intestinal origin, and the great mz jority results from the nervous 
and gastric phi ises of secretion. Figure 2 illustrates an experiment performed 
with my associates Drs. Woodward and Bigelow. A Heidenhain pouch has been 
prepared for the quantitative collection of gastric secretion. In this case the 
vagus nerves are divided so that only the gastric and intestinal phases of stimu- 
lation are present. After a control period seven-eighths of the antrum was resected 
and its effect on gastric secretion determined. This is illustrated in the middle 
section of Figure 2. The remaining remnant of antrum was then excised and 
the effect illustrated in the third section of Figure 2. The profound reduction 
in gastric secretion produced by removal of the antrum demonstrates in a 
striking way that this portion of the stomach is entire ‘ly responsible for the 
gastric phase of secretion. The meager output of acid remaining after excision 
of the antrum represents stimulation resulting from contact of the food with 
the remaining portion of the stomach and with the intestinal tract. This is an 
important practical as well as theoretical point because it demonstrates that 
when the surgeon removes the nervous phase of secretion by dividing the vagus 
nerves and eliminates the gastric phase of secretion by removing the gastric 
antrum, the secretion of gastric juice is almost entirely abolished in spite of the 
fact that the acid secreting fundus and body of the stomach have not been 
disturbed. 


Further data with respect to the function of the antrum have been obtained 
by transplantation experimentst. When quantitative collections of gastric juice 
are obtained from Heidenhain pouches in dogs, transplantation of the antrum 
of the stomach into the abdominal wall ore Ss practically as great a reduction 
in the output of acid from the Heidenhain pouch as is secured by total excision 
of the antrum. Secretion is restored to approximately its normal level if the 
exteriorized antrum is re-implanted into the duodenum as a diverticulum. If, 
however, the antrum is implanted into the side of the transverse colon as a 
diverticulum, the output of acid from the Heidenhain pouch reaches a level 
approximately double that produced when the antrum is in its normal location 
or when transplanted as a diverticulum into the side of the duodenum. For some 
reason, transplantation of the antrum into the colon produces a persistent hyper- 
secretion of gastric juice for which the responsible stimulation is of antrum 
origin. The cause of this antrum hyperfunction has not yet been determined 
but it has proved to be a dependable method for producing and maintaining 
a hypersecretion of gastric juice in experimental animals. This hypersecretion 
of gastric juice has been found to produce gastroduodenal and gastrojejunal 
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ulcers, which in their gross and microscopic appearance resemble the clinical 
lesions and are indistinguishable from the Mann-Williamson ulcer®. The experi- 
mental ulcer produced by the implantation of pellets of histamine and beeswax 
into the subcutaneous tissues, as in the experiments of Hay, Varco, Code and 
Wangensteen, may, I think, be correctly attributed to the hypersecretion of 
gastric juice induced by the histamine rather than to some other toxic action 
of the drug. In these experiments where a similar hypersecretion of antrum 
origin has been produced a similar type of ulcer forms, and in this case there 
can be no question that they are due to the toxic action of a drug. 


Is there a hypersecretion of gastric juice of antrum origin in ulcer patients? 
Is the secretory abnormality in duodenal ulcer patients due to hyperfunction 
of the gastric antrum? Since it has been demonstrated expe oe the pos- 
sibility of its occurrence in man must be admitted. There is, however, a con- 
siderable body of evidence which speaks against this ine When gastric 
resection was first introduced as a method of treatment for duodenal ulcer, the 
operation was very largely limited to a removal of the lower third of the stomach 
including most or all of ‘the antrum. This operation was found to be ineffective 
in preventing a recurrence of ulcers, so that surgeons found it necessary in 
subsequent years to resect more and more of the stomach until at the present 
time a subtotal gastric resection is the operation usually performed. In a recent 
study of 8 patients suffering from gastrojejunal ulceration following subtotal 
gastric resection, a hypersecretion of gastric juice in the fasting stomach was 
found in each instance. The output of HCI in the 12 hour fasting nocturnal 
secretion ranged between 30 and 79 mEq. compared with 18 mEq. of HC] put 
out by normal individual when examined in the same way. In 7 of these patients 
the entire antrum and a varying proportion of the body of the stomach had 
been removed. Following vagus section the nocturnal gastric secretion was 
reduced below the normal level in all of the patients. A similar effect on the 
nocturnal gastric output of HCl acid has been found following vagotomy in 
patients with duodenal ulcer, and our early reports of this effect have been 
widely confirmed. 


In 309 of our patients with duodenal ulcer the average nocturnal ouput 
of HCI betore vagotomy was 63 mEq., and this was reduced to 5 mEq. 10 
days after the operation. Thirty-seven of these patients were examined again 
after 1 year and were found to put out an average of 14 mEq., whereas before 
operation these 37 put out an average of 75 mEq. Thirty patients examined 
after 2 years who put out an average of 79 mEq. before the vagotomy, now 
put out an average of 9 mEq. Thirty-seven patients examined after 3 years put 
out an average of 7 mEq., whereas before operation they had put out an average 
of 74 mEq. Twenty-one patients were examined after 4 years and put out an 
average of 11 mEq., whereas these patients had put out an average of 74 mEq. 
before the operation. Ten patients put out an average of 65 mEq. of HCI before 
vagotomy, and when examined 5 years later put out an average of 3 mEq. 
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Four patients put out an average of 89 mEq. before vagotomy, and when 
examined 6 years later put out an average of 2 mE ‘q. One patient ex: imined after 
7 years put out 102 mEq. before his vagotomy, and 16 mEq. when examined 


7 years later. It is thus clear that when quantitative studies of gastric secretion 
are made, the abolition of the nocturnal hypersecretion of gastric juice in du- 


odenal ulcer patients is permanently abolished by a complete vagotomy. 


It has been a disappointment to me that my medical friends who are in- 
terested in the medical treatment of peptic ulcer have not been more sympathetic 
to the operation of vagotomy and gastroenterostomy than has been the case. 
I have been surprised that this procedure which accomplishes such a profound 
reduction in the secretion of acid gastric juice, without sacrificing the storage 
function of the stomach, has not found greater favor among the gastroen- 
terologists. In 1947 Orr and Johnson concluded a report of their early experience 
with vagotomy with the following sane conclusion: 


“We do not yet know the long term results of vagal resection, but it will 
not spoil the chances of a successful gastrectomy in any patients who may in 
the future relapse. In other words, vagal resection may be looked on as a recon- 
naissance in force in the war against duodenal ulcer. Little is lost if on occasion 
it fails, and we still have at our disposal the full scale attack by gastrectomy 
with all the risks involved by such large scale operations. A lasting success by 

vagal resection is a triumph of physiological strategy, and a failure spells dis- 

appointment but not disaster. A failure following gastrectomy, however, is an 
irretrievable reverse in which much has been sacrificed without hope of 
withdrawal.” 
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DISCUSSION 


Dr. Warren H. Cole (Chicago, Ill.):—Since one of the speakers on this 
symposium was a medical man and the other a surgeon, it might appear that 
the choice of a surgeon to open the discussion, might be unfair to the first 
speaker, Dr. Sandweiss, I wish, however, to add that I have very little quarrel 
with the things which Dr. Sandweiss has told us, partly because he has backed 
up his statements by figures from his experience, and partly because he, as you 
recall, is quite favorable to the surgical treatment of peptic ulcer. Since I am a 
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surgeon, you might assume that I might be favorable to the surgical treatment 
likewise. 


You will recall that he reported 93 per cent of his ulcers respond well to 
medical therapy, but nearly 50 per cent recurred in one year. That is the un- 
fortunate part, of course, about the medical treatment of peptic ulcer. You will 
also recall that about 10 per cent of his patients had resections and, of course, 
the operative cases were more numerous in the patients having chronic ulcers. 
We are all very familiar with that point, but I was gratified to hear him say 
that in following. his patients having resection, 88 per cent had good results, 
and | think that those of us who follow our pateints with gastric resection will 
find that between 85 and 90 per cent of them have quite good results. 


Dr. Dragstedt has very skillfully covered the physiologic phase of peptic 
ulcer and I will not comment on that except to call attention to his statement 
which makes us realize the importance of the amount of acid, and amount of 
secretion in these patients with peptic ulcer. It is rather obvious that this factor 
is a very important one, at least, in the persistence of the ulcer, if not in its 
etiology. 


I have had very favorable results with vagus section, although I do not use 
vagus section in every patient with peptic ulcer. I have perhaps limited it to 
certain types of lesions. None of us, including Dr. Dragstedt, use it for gastric 
ulcer, but almost all surgeons use it frequently, in practically all patients with 
gastrojejunal ulcers, and really have had very good results with it, I use it in all of 
a certain type of poor risk patients. For example, an elderly patient with some 
gastric residue and poor physical reserve, is a good candidate for gastroenteros- 
tomy and vagus section. 


Dr. Dragstedt went over the subject of transplantation of the antrum so 
rapidly that I suspect you may not realize its importance. This is one of the most 
important contributions to the physiology of the stomach made in a long, long 
time. It is rather obvious that the antrum acts as a separate organ, secreting a 
hormone, capable of altering the secretions of the gastric mucosa; that is a great 
contribution, and I wish to congratulate him on it. 


Dr. Sandweiss has already referred to the use of banthine. I will make no 
comment except to add it is useful, but certainly is not going to revolutionize our 
philosophy in the treatment of peptic ulcer. I should, however, like to comment 
on another aspect of medical treatment of peptic ulcer, namely, conservative 
treatment of perforation. All of you have heard and read about the use of con- 
servative treatment in the therapy of the perforated ulcer, and when you see the 
fine results reported following this method, you wonder why should you operate 
on any of these patients. I do, however, want to call your attention to the fact 
that most of these patients are derived from military camps, i.e. they are healthy, 
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vigorous young men in good physical training. They are so healthy that they can 
tolerate a great deal from the standpoint of peritonitis and trauma, including 
trauma inflicted by the spillage of the gastric content. Accordingly, | am not at 
all convinced that utilizing this method in all types of patients in civilian hospi- 
tals would yield such favorable results; in fact, I feel quite sure that if we 
treated patients of all ages with perforated ulcer by this method, we would have 
a verv high mortality. 


Now, I should like to bring out a very important point which the two speak- 
ers did not have time to discuss, i.e., hemorrhage. I think that massive hemor- 
rhage represents one of the biggest problems we have in any disease, because it 
seems so difficult to arrive at the correct impression as to what we should do 
when that emergency arises. 


I am referring only to massive hemorrhage, and not to the moderate hemor- 
rhage. Anybody can treat a patient with moderate hemorrhage, who does not go 
into shock, Only in the past few years have I felt that I have arrived at an 
answer for myse If. As soon as the patient comes into the hospital, I start blood, 
and give it rapidly for the first hour. After giving, we will say, six to eight trans- 
fusions over a period of eight to twelve hours, we may de duce that the bleeding 


has stopped if the blood pressure comes back to normal, and other manifestations 
of shock disappear. In that case I see no reason to operate on the patient at that 
time. If, however, you treat this patient for eight to ten hours with several trans- 
fusions, and his blood pressure is still 75, and he is still having a cold sweat with 
other evidence of shock, then that patient is still bleeding. Under such circum- 
stances, I believe that immediate operation with continued transfusion is ad- 
visable. Obviously there are a few exceptions, but that is the philosophy I have 
arrived at after studying this problem for a good many years. 


I would like to emphasize another important point in the treatment of peptic 
ulcer, namely, the treatment of gastric ulcer. I am perhaps a bit rabid on this 
subject because it seems to be so very difficult to differentiate benign from 
malignant gastric ulcer. You would all agree it is a serious error to treat a malig- 
nant ulcer conservatively for several months. That really must not be done. I 
wish to call your attention to the fact that a large number of investigators have 
reported a very high percentage of error in the x-ray diagnosis in patients with 
malignant gastric ulcer; these errors are reported from some of our best x-ray 
laboratories. In patients diagnosed roentgenologically as having a benign gastric 
ulcer, the lesion was proved later to be malignant in 12 to 18 per cent of cases; 
this, you will admit, is a high percentage of error in such an important condition. 


also wish to call attention to the article written by Allen and Welch as 
well as Grimes and Bell, who have shown conclusively that the size of the ulcer 
has nothing to do with the benignicity or malignancy of the ulcer; accordingly 
we cannot rely on size to help us in differentiation. 
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Gastroscopy has been suggested as an aid in differentiation. When a gastric 
ulcer is removed and inspected in the operating room or pathology room, the 
experienced surgeon can seldom tell whether it is benign or malignant. How 
then can the gastroscopist? If you ask pathologists about the microscopical 
diagnosis, they will tell you of the numerous arguments they even have in iden- 
tifying a lesion as being benign or malignant. Therefore, I wish to emphasize 
that we must not take chances and treat these gastric ulcers as benign when 
there is a possibility of malignancy, particularly since the mortality rate of re- 
section is so low in such cases. It is obvious that if the patient is in his early 
twenties, and has had symptoms for only a few weeks, the ulcer is very likely 
benign. The differential diagnosis, however, is not often that simple. 


In closing, gentlemen, I wish to thank the two speakers for their very fine 
presentations, 


Dr. Sidney Winters (New Haven, Conn.):—There are two questions which 
[ particularly should like to ask. One is of Dr. Sandweiss: In treating these 
recurring ulcers, is he treating the same ulcer he originally treated in its incip- 
iencv? 


The second question is for Dr. Dragstedt, and I understand his situation 
because I remember the furor created by Dr. Crile’s discussion many years ago 
at the American Gastroenterological Association in Atlantic City. He was doing 
denervation of the adrenals in treatment of ulcers. 


The question I have for Dr. Dragstedt is: Is it a question of high free 
hydrochloric acid, or is it sometimes due to the increased peristalsis, the move- 
ments of the gastric or intestinal walls, primarily, rather than the free hydro- 
chloric acid, because we know that in several of our cases with free hydrochloric 
acid, by giving them treatment for that, you do give them ambulatory relief. 


Dr. Michael W. Shutkin (Milwaukee, Wis.):—I think it only fitting to say 
at this meeting that too much is left to the surgeon in regard to the medical 
management of this disease. It is timely that the medical gastroenterologists sit 
down and determine exactly what is adequate ulcer treatment. The great criti- 
cism of my fellow gastroenterologists, is that we have been too lax and too undis- 
ciplined in administering to the intractable ulcer. I feel that the patient is often 
intractable, thus contributing to the high incidence of recurrence that Dr. Sand- 
weiss has shown this afternoon. 


It may seem very prosaic to repeat to a scientific assembly but very often 
the simplest prinicples are neglected. The diet and chemotherapeutic manage- 
ment of this disease have been entirely too carelessly administered and most 
patients are undertreated rather than overtreated. It is only too often that doc- 
tors will say to the patient, “follow a soft diet and take this medicine as needed”, 


296 

| 

| 


Discussion of Symposium on Peptic Ulcer 297 


Soon the entire management crumbles and another intractable peptic ulcer is 
born. 


The surgeons have been rather aggressive in the last twenty vears develop- 
ing operative technics in the treatment of ulcer, yet admitting that it is a medical 
problem until complications occur. In the medical management,we must demand 
absolute restriction of tobacco, coffee and alcohol; failure to do this with the 
other factors mentioned for at least twelve months will result in an intractable 
ulcer. In a twenty year series of ulcer patients in whom I have been able to 
obtain this cooperation, the recurrence rate has been very low. 


Dr. Anthony Bassler (New York, N. Y.):—I should like to ask a question of 
Dr. Sandweiss. Have you had any experience with the x-ray treatment of peptic 
ulcers, and, if you have, would you express your opinion, comparative opinion, 
as to the value of this method of treatment? 


Dr. David J. Sandweiss ( Detroit, Mich. ):—1 wish to thank the discussers for 
their very interesting and stimulating comments. 


I was asked to present my experiences on the incidence of gastric malig- 
nancy in patients with duodenal ulcer. To date, we have data on 35 deaths 
among our patients who had duodenal ulcers. Gastric malignancy was the cause 
of death in four patients: in three, the diagnosis was substantiated by autopsy or 


0 operation; in the fourth, the diagnosis was based on roentgen study 

(“Polypoid malignancy in the antrum”). Of interest, also, are the following 
additional data: three of the 35 deaths were due to carcinoma of the lung; two 
deaths were due to carcinoma of the colon; one each to hypernephroma, car- 
cinoma of the larynx and leukemia. Of the 35 deaths analysed to date, 12 (or 


34.3 per cent) were due to malignancies. Four other duodenal ulcer patients 
who developed malignancies are still alive: two patients had been operated upon 
for carcinoma of the colon; one was recently operated upon for carcinoma of the 
rectum and one other patient has carcinoma of the prostate with extensive metas- 
tasis. At present, I cannot comment on the statistical significance of these data. 
We are studying this further. 


Dr. Dragstedt asked whether I consider gastric hypersecretion an indication 
for surgery in patients with duodenal ulcer. My answer is, yes, if the patients 
fail to respond to adequate hospital management. However, I do not see the type 
of hypersecretion Dr. Dragstedt speaks of or Levin, Kirsner and Palmer are 
reporting in the literature. You will recall that, in 1946, by associates and I re- 
ported the results of a study, which indicated that there was no statistically 
significant difference in the volume and total output of acid (of nocturnal gastric 
secretion) between normal human subjects, and patients with uncomplicated 
duodenal ulcer, as studied by continuous suction. Following the reports of Dr 
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Dragstedt and of Levin, Kirsner and Palmer, we (Dr. M. H. Sugarman and I) 
repeated our studies (on different subjects ) and we still fail to note a significant 
difference in the nocturnal gastric secretion between ulcer patients and normal 
individuals, even if we follow in every detail the experimental method employed 
by Levin et al. Dr. Erwin Levin observed several of our patients during these 
studies and he reviewed our data. It is possible that Dr. Dragstedt and Levin 
and his associates are dealing with a more intractable group of ulcer patients, 
though I doubt whether this alone explains fully the marked differences in our 
results. Important, however, is the fact that in our experience, gastric hyper- 
secretion is not a major problem, though we are confronted with it occasionally. 
When confronted with it, and the patient does not respond to hospital medical 
management, I advise surgery. 


Dr. Cole discussed the problem of hemorrhage. I agree with what Dr. Cole 
said. It is, however, important to stress that in private practice, as in my practice 
and perhaps also in yours, hemorrhage does not, as a rule, present a major prob- 
lem. Of the 152 duodenal ulcer patients in our series of 669 who experienced 
300 hemorrhages, one patient died; this patient had a coronary infarction one 
vear previous to the hemorrhage and the patient probably died of myocardial 
insuffici rency, Emerge ncy ope rations were pe rformed on only two patients in our 
present series of 725 (both gastric and duodenal ulcers ): in one, (a gastric ulcer 
patient ) the surgeon failed to find the bleeding vessel, and the patient recovered 
in spite of the added risk of surgery; in the second patient, (duodenal ulcer ) 
the bleeding artery was tied-off, and the patient made an uneventful recovery. 


With regard to x-ray therapy: I have no personal experience with this form 
of treatment. 


Dr. Lester R. Dragstedt (Chicago, Ill.):—Some gastroenterologist with a 
penchant for epigrams made the statement, “Once an ulcer patient always an 
ulcer patient.” I do not believe that this is necessarily true, but I believe that 
there is an element of truth in it. One of the patients on whom I performed a 
vagotomy was a gastroenterologist, a former assistant of Dr. Sippy. He had a 
duodenal ulcer when he was Sippy's assistant, and when he was sixty-eight years 
old, he finally was unable to get relief by any kind of medical treatment and 
came to us for surgery. 


We found on examining him—and I should say that in the intervening years 
he had had three perforations,—that he was putting out over 100 mEq. of hydro- 
chloric acid in his night secretion. Recalling that my old teacher, Dr. Sippy, 
always used to give his ulcer patients an Ewald meal, I asked this physician what 
examination had been made when he was Sippy’s assistant, and he said that he 
had been given an Ewald breakfast and that when the material was removed an 
hour later, he found that he had an excessive amount of material in the gastric 
content, and that the free acid in the gastric content, was 80 clinical units, or so. 
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Now, I believe this means that this man had a hypersecretion of gastric 
juice both in the empty stomach and in response to food when he was a medical 
student, and that hypersecretion had persisted all of his life. As his wife told 
me later, all of their married life had revolved about that hypersecretion. It de- 
termined the cocktail parties that she was able to give; it determined the menus 
and all the dinner parties that she gave, it determined to a large extent the social 
functions that she and her husband were able to attend. She came back to see 
me a year and a half after the operation and made the statement that she wished 
they could start their married life over again because she had suffered even 
more from that duodenal ulcer than had her husband. 


“Once an ulcer patient always an ulcer patient” is not necessarily true, but 
I believe that in many cases the hypersecretion characteristic of duodenal ulcer, 
persists year after year, after year. 


Now it is very interesting that this hypersecretion goes on even in patients 
profoundly ni ircotized. Within the past month we had a physician who put out 
over a hundred mEq. of hydrochloric acid in his night secretion. We gave him 4.5 
grains of nembutal, which was sufficient to put him soundly to sleep, but very 
little reduction in the output of hydrochloric acid occurred. I cite this because 
it has made me somewhat skeptical of the possibilities of psychotherapy. Pre- 
sumably this hyperactivity of the vagus secretory mechanism had its origin orig- 
inally in cerebral activity, but, after it became established, apparently its effects 
reside in the midbrain, and the activity goes on even under profound narcosis. 


I have tried to persuade my friends interested in psychiatry, who believe 


that see *r is a psychosomatic disease and will respond to psychotherapy—to con- 
trol their experience with objective data. This is urgently needed. Measure the 
night secretion in a patient for a period of a week or two until you are sure of 
the nocturnal output of acid, and then see if psychotherapy, by whatever technic 
applied, can reduce that noctural secretion. This data would be more impressive 
to me than the effect of such psychotherapy on subjective sensation. 


A question was asked: Does vagotomy produce its effect on ulcer healing 
through its influence on hypersecretion or hypermotility? I believe that the in- 
fluence on hypersecretion is by far the more important of the two effects and 
that belief is supported by the large amount of experimental work on ulcer, and, 
secondly, by the data that have been obtained from the medical clinic where so 
many ulcers have healed when the physician has neutralized the acid of the 
gastric juice. 


I believe that the relief of ulcer pain following vagotomy is due to a reduc- 
tion in the concentration of free acid in the gastric content and also to the reduc- 
tion in the tonus and motility of the stomach, so that now when a patient eats, 
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small amounts of food do not fill the stomach and raise the intragastric tension. 
The stomach can now relax, so that I think the answer to this question is that a 
part of the beneficial effect that we see following vagotomy is due to the reduc- 
tion in tonus and motility, but that the more important effect and that which 
results in the healing of the ulcer and the prevention of recurrence is the pro- 
found reduction in the secretion of acid gastric juice. 
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THE RADIOLOGIC MANAGEMENT OF CARCINOMA 
OF THE ESOPHAGUS® 
HENRI LeCLAIRE, M.D.+ 
and 
E. M. JAPHA, M.B., B.S. (Lond.) D.M.R. (England )++ 


Cincinnati, Ohio 


In view of the short time allotted, we will not discuss the classification, 
diagnosis, pathology, or prognosis of carcinoma of the esophagus, nor will we 
be able to present the relative merits of radiation therapy and of surgery. It 
should be mentioned, however, that we believe that most epidermoid carcinomas 


of the upper two-thirds of the esophagus are radiation problems. Surgery is 
indicated in the lower one-third lesions which will also include most of the 
columnar cell carcinomata. The uneven results obtained by radiotherapy in the 
past are not due to the absence of response of the tumor but are due to the 
difficulty of obtaining homogeneous and aequate dosages at the level of the 


lesion without causing injury to vital structures. 


Radiotherapy may be either palliative or curative. Palliative technic does 
not differ in its planning from curative treatment. The dosage and regime of 
curative radiation, however, is much more exacting and rigorous. 


There are certain contraindications to curative therapy. These are as follows: 


Presence of supraclavicular lymph nodes. 

Mediastinitis. 

Cases in which gastrostomy is inevitable are usually not candidates for 
curative therapy. 

Poor general condition and emaciation and high sedimentation rate. 
Paterson also points out that treatment is contraindicated in lesions 
measuring more than 5 cm. in length. It has been shown by Fleming 
that the chance for lymph node involvement is very small in lesions 
under 5 cm. while lesions above 5 cm. show the presence of lymph nodes 
in 90 per cent of cases. 


These conditions do not hold for palliative radiation. Patients with almost com- 
plete obstruction who can stand the rigors of radiation are often benefited 
under such treatment,—and if effective, swallowing soon improves. This is of 
great psychological benefit to these anxious patients and often obviates the 
necessity of gastrostomy. 


*Read before the Sixteenth Annual Convention of the National Gastroenterological 
Association, Chicago, IIl., 17, 18, 19 September 1951. 

+Fellow in radiation therapy at the Chicago Tumor Institute. 

++Radiotherapist at Chicago Tumor Institute. 
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The methods that have been largely abandoned or which, in most cases, 
are of palliative value only, are the intracavitary and interstitial use of radium 
or radon, External radiation, in one form or another, holds the field at present 
as being applicable to the great majority of cases and with the highest promise 
of a lasting result if undertaken with proper care and deliberation in the in- 
dividual case. 


The highest voltage available is to be preferred. Our cases are treated with 
the 400 K.V. unit. Experiences with the higher ranges of the betatron that is 
20 - 100 million volts are only now being gathered. On theoretical grounds this 
medium should prove highly interesting and possibly of great importance in 
the successful treatment of carcinoma of the esophagus. 


Another medium is the 10 gram radium pack, until recently, the largest 
such unit available. Such a unit is being used at the Chicago Tumor Institute. 
Although, with such an amount of radium element the depth dose is rather low, 
we believe that the use of the selective action of gamma rays has a very definite 
value. Good palliative results have been obtained with the use of the pack alone 
or its combined use with 400 K.V. radiation. Table I shows the results of pal- 
liative treatment in 20 such cases: (Many of these cases were treated by Dr. 
Eduardo Caceres, now of the Memorial Hospital, New York, and by Dr. 
Leonidas Peppas, Radiologist at The Chicago Tumor Institute). A 50 gram pack 
and the contemplated 1,000 curie radioactive cobalt unit should markedly 
improve these results. 


The technic of irradiation will naturally depend on the actual site involved. 


The basic principle in radiation therapy of the esophagus consists of the use 


of multiple strip fields, 15 or 20 cm. long, cross-firing to obtain a high tumor 
dose and irradiating as little lung tissue as possible. Great accuracy in localiza- 
tion and set-up is required to ensure hitting the esophagus, a task by no means 
impossible. The steps necessary for its attainment are as follows: 


1. Outlining of patient:—An outline of the patient is obtained at the level 
of the contemplated treatment by use of a malleable lead wire covered with 
rubber, This outline is then transferred to paper. 


2. Localization of esophagus:—Localization of the esophagus and of the 
lesion in relation to the body surface is accomplished by the use of “lead 
markers’. This is done fluoroscopically by having the patient swallow “rugar” 
or other barium preparations and placing the lead markers on the skin at the 
front and back in such a way that they override each other in line with the 
esophagus. The right and left oblique positions are marked in the same manner. 


3. Locating the esophagus on the outline:—The surface markings are then 
drawn in on this outline. By joining each pair of markers with straight lines 
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the esophagus will be located at the crossing of these three lines on the diagram. 
We may then draw in the lungs, spine, vessels, etc.. according to scale to give 
the location of these structures to the field of treatment. 


4. Making a plaster cast:—A thin plaster of Paris jacket can then be molded 
on the patient and the surface markings transferred to the outside of the jacket. 
Wax seatings having the same dimensions as the treatment cone are molded 
into the jacket having the same direction as the line on the diagram, i.e. in- 
corporating the necessary angulation of the beam. This is one way of reproducing 
in the therapy room the exact conditions planned in the clinic. 


We believe that a tumor dose of at least 5,000 r given in about 5-6 weeks 
is the minimum with which to attain any number of curative results, and that 
even palliation will rarely be obtained by a dose of less than 3,000 r given in 
no more than 4 weeks. 


By the diligent application of these principles 5 year cures have been 
obtained by Smithers, Nielson, Krebs, Zuppinger, Jacobsson, Buschke and 
Cantril, and Ralston Paterson. Many patients that succumb in less than 5 years 
show no evident activity in the primary lesion at autopsy; death being due 
to metastases. 


In the treatment of the mid-esophagus the multi-strip field technic is the 
one commonly adopted. Rotation therapy is its ultimate development where all 
the strips merge into a continuous band with a commensurate gain in depth dose. 


For upper third lesions a much simpler scheme of irradiation will often 
suffice even at 400 K.V., i.e. two lateral cervical fields, if necessary angled down 
into the thorax. We are indebted to Dr. Max Cutler, Director of the Chicago 
Tumor Institute, to include the following case report which illustrates the 
successful application of such a course. (This case will be reported in detail 
separately in the near future ). 


S.H., a white male, age 48, was first seen in February 1942, with a history 
of discomfort in the throat on swallowing of three months’ duration. Esopha- 
goscopy showed a cauliflower-like growth 7 inches from the teeth and just 
beyond the pharynx. Biopsy proved it to be epidermoid carcinoma. There was 
no adenopathy. X-ray examination showed marked increase in width of the 


retroesophageal space and some obstruction to the flow of barium. He was 
given treatment by 400 K.V. x-ray using 2 fields. A total of 3,700 r skin dose was 
applied to each field in 20 days giving an estimated tumor dose of 5,100 r. The 
next slides show restitution of lumen within 2 months and condition of skin 
6 vears later. The patient survives for more than 9 years to date. 
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The complications of radiation therapy in carcinoma of the esophagus are 
mainly two. First is mediastinitis heralded by the onset of restrosternal pain, 
and diagnosed principally by a persistent rise in the pulse rate. This is not 
necessarily a fatal condition. The other complication is usually of rather late 
onset. I am referring to fibrosis of the mediastinum and of the adjacent parts 
of the lung. This can be a most distressing condition and prove fatal in itself, 
but it has become much rarer with the use of higher voltages. 


It must be remembered that curative therapy is a strenuous procedure. 
One is usually happy if the patient is not losing weight—just keeping his own 
under a regime which includes pushing the fluid intake to 3,000 c.c. a day, 
incorporating, if necessary, a high calorie fluid diet, and the administration of 
iron, pyridoxine and Biz. This will keep down the incidence of radiation sick- 
ness. The WBC should be checked 2-3 times a week. Hospital care is preferable 
and insisted upon by many authors but a certain number of cases if sufficiently 
cooperative and supervised by intelligent members of the household can be 


managed on an ambulatorv basis. 


TABLE I 


20 Cases (10 Treatrep By 10-Gram Rapium Pack ALONE, 10 IN COMBINATION WITH 
400 K.V. X-ray) 


Average (and Average (and 
limits of ) dura- | limits of ) survival 
Total | of symptoms prior} after Rx (incl. Cases surviving | year 
No. to treatment living ) or more 


Upper third 7 9 months (1-12) | 8 months (5-13) | 1 died at 1 year, 1 alive 
over | year 
Middle third s 8 months (14-18) | 8 months (4-24) 1 died at 15 months, 
1 alive 2 years 
Lower third 7 months (2-9) 2 months (1-3) 


In summary we wish to state that curative radiation therapy of carcinoma 
of the esophagus demands considerable planning, accurate beam direction, and 
delivery of a high depth dose. By use of these methods five year cures are being 
reported. Palliative radiation therapy diminishes the obstruction and improves 
swallowing. We have shown that patients who have received palliation therapy 
may live comfortably for 2 vears. There is no doubt that the great majority of 
cases of carcinoma of the esophagus are discovered too late for curative therapy. 
Even in these cases radiation therapy is a more rational method of management 
than to subject the patient to mental depression which in most instances 
accompanies the performance of a gastrostomy, a condition which the patient 
soon realizes is permanent and final instead of being a temporary measure only. 
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THE INFLUENCE OF DIETARY AND LIVING HABITS 
ON METABOLIC PROCESSES*+ 


A PRELIMINARY REPORT 


D. W. CREEK, M.D. 


Santa Barbara, Calif. 


In recent years the progress of medicine in combatting the acute infectious 
diseases and their complications has been most remarkable. It is significant that 
the life span has been greatly lengthened by this same progress. At the same 
time, however, inimical environmental influences in the form of national and 
world crises have produced symptom complexes requiring a new concept, atti- 
tude, and method of therapy by the physician. 


The strain of two world wars with the ever constant threat of World War III 
and the stress of our highly competitive but interrelated economy are factors 
affecting the health of every individual as well as our very national existence. 


The effects of such environmental stress on various organs and their func- 
tions have been rather widely studied in experimental animals. These results 
also have been compared with control groups and the significant differences 
statistically recorded. 


The difficulties encountered in attempting controlled studies of large num- 
bers of human subjects are obvious. With the above facts in mind the following 
clinical study of 1,600 patients is presented. Sixty-three per cent of these were 
women and the remaining 37 per cent were men. The lack of evidence of gross 
pathology suggested altered metabolic processes as a basis of their symptoma- 
tology. Cognizance is taken of the lack of agreement as to diagnosis, methods 
of study, and therapy. We have attempted to emphasize the importance of 
dietary and living habits in considering the sum total of all factors influencing 
the patient. Each patient had as a presenting symptom one or more complaints 
of fatigue, nervousness, headaches, or digestive disturbances which may be 
functional manifestations. 


It is acknowledged that the full significance and explanation of the mechan- 
isms producing these symptoms are not well understood. The complexity of the 
forces at work to maintain the proper automatic regulation of the vital processes 
has thus far made consistent categorical classification impossible in human sub- 


*Read_ before the Sixteenth Annual Convention of the National Gastroenterological 
Association, Chicago, HL, 17, 18, 19 September 1951. 


+From the Medical and Dietary Departments of The Sansum Clinic, Santa Barbara, 
California 
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jects. We are familiar with the so-called hypoadrenic, hypotensive, and hypo- 
thyroid states where we are convinced of the underfunctioning of one or more 
organs, but where no progressive, malignant, degenerative, or infectious disease 
is discernible. We have long been aware of the futility of attempting any 
specificity of treatment in such cases as no specific disease was responsible for 


the manifold disturbances. The unpredictability of response to stimuli by various 
organs under diverse conditions has been well demonstrated. Recent studies by 
Simeone and Vavoudes' on the insulin response in patients following lumbo- 
dorsal sympathectomy show an increase in resistance to insulin rather than the 
expected decrease. The possibility of this response as one manifestation of dis- 
turbance or change in metabolic processes as a nonspecific effect of the major 
surgery is most interesting. 


Such disturbance in metabolic processes might also be manifest in emotional 
stress, shock, severe or prolonged illness, or in accidental injury. Less dramatic, 
and hence less obvious changes may occur from the more prolonged stress of 
overwork, worry, fear, improper living habits, inadequate dietary intake, financial, 
or family problems. The increasing prevalence of the latter group who consult 
the physician for minor but multiple complaints requires thorough study and 
investigation on our part. 


In the past such symptoms of chronic fatigue, nervousness, and allied com- 
plaints were considered problems for the neuropsychiatrist. Even if such patients 
were best treated psychiatrically, the overwhelming number of patients com- 
pared to the relatively small number of already overburdened neuropsychiatrists 
necessitates other considerations. It is incumbent on the family doctor, the gen- 
eral practitioner, and the internist, especially those of us particularly interested 
in metabolic disturbances, to evolve a more satisfactory approach to this problem. 
Granted that the thorough investigation of each patient's complaints requires 
considerable time and effort, such time and effort are well spent when the results 
are commensurate. 


In this series 44 per cent had co-existing diagnosable organic disease. May 
I emphasize that this study and the methods used have been concerned mainly 
with the ever increasing number of patients who are in the nether-nether land 
between physical and mental disease. This is the so-called problem patient who 
has usually seen one or more doctors without a satisfactory resolution of his or 
her problems. We attempted not to be misguided or misled by the presence of a 
known medical or surgical entity where correction did not bring complete or 
permanent relief from symptoms. Further searching inquiry brought into promi- 
nence the daily dietary and living habits of those patients. 


Detailed personal, medical, and dietary histories were taken. A thorough 
physical examination was done on each patient. In addition to routine blood 
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counts, urinalyses, serology, and other laboratory studies each of these patients 
had a three, four, or five hour oral glucose tolerance test. In each case the glu- 
cose tolerance curve was sufficiently altered to suggest derangement of normal 
metabolism. Although it is true that some reducing substances in the blood are 
not glucose and consequently the “true glucose” values may be lower than those 
given here, the widely acce pted method of Folin-Wu filtrate with the Somogyi- 
Hartmann modification of the Shaffer method of titration of venous blood was 
used. Recent work by Mosenthal* suggests a much wider range of error in glu- 
cose determinations showing as high as 107 mg. per cent of nonglucose reducing 
substances. Many of these results were checked by the Folin-Wu micromethod 
using capillary blood but no significant alteration of curves was noted. The test 
meal consisted of 75 to 125 grams of glucose. It was noted that of these altered 
glucose tolerance curves there were three main types; the typical functional 
hypoglycemic curve with an abnormally low blood sugar at 2 to 4 hours after 
the glucose, the so-called flat curve, and the diabetic or prediabetic type with 
values to 300 mg. per cent following the glucose which returned to normal or 
below at the end of the third or fourth hour, resulting in a relative hypoglycemia. 


From the medical viewpoint we felt that the most important factors involved 
in the symptomatology of the patients studied were a result of disturbed meta- 
bolic processes not classifiable under any known symptom complex of disease. 


Therefore, our desire to attempt to re produce the patient's daily symptoms was 
our reason for using the oral glucose tolerance test rather than an insulin toler- 
ance, intravenous glucose, or other tests involving the injection of organically 
active substances. The simulation of the poor meal with the rapid disappear- 
ance of the glucose usually caused an aggravation of symptoms if this was a 
factor in the case. We were interested in determining whether such physiolog- 
ical stimulation would produce an altered metabolic response. 


There is evidence to support the theory of changed response of the invol- 
untary chemical and nervous systems to repeated or chronic stress**. The extent 
of such stress and the resistance in the individual case may determine the type 
of response and the ability of the body regulators to maintain their balance®.*". 
The actual chemical effects of a deficie ncy or excess of various hormones are 
being widely studied*!*. The known results have been somewhat surprising and 
perhaps more dramatic than the usual physiological aberrations of such secre- 
tions. 


Of the 1,600 cases studied 63 per cent complained of nervousness, over 50 
per cent complained of fatigue and indigestion, and 38 per cent of headaches. 


It was most interesting that only 13 per cent of the group were underweight 
and 33 per cent were overweight. Significant also was the fact that only 17 per 
cent of the patients with these presenting symptoms did manual labor. Thirty- 
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five per cent were sedentary workers and the largest group were housewives 
making 48 per cent of the total. 


Of the three types of curves 884 or 55.3 per cent were of the typical hypo- 
glycemic type, 466 or 29.1 per cent showed a relative hypoglycemia and 250 or 
15.6 per cent showed a flat curve. 


Three-fourths of these patients were experiencing disturbing and disabling 
symptoms during the years that we normally think of as our most productive 
ones (Table I). 


The Dietary Department of the clinic obtained detailed information con- 
cerning the amount of the “Basic 7” or essential foods (Table II) taken daily as 
well as the quantity of concentrated sweets, coffee, tea, alcoholic beverages, and 
carbonated drinks. Particular attention was paid to regularity of meals, distri- 
bution of food, time allowed for meals and known food idiosyncrasies. Tobacco 
consumption was also checked. You are familiar with the “Basic 7” Food Groups. 


TABLE I 
DisTRIBUTION OF 1,600 IN PERCENTAGE 


Age Group ale Female Total 
10-20 
20-30 ‘ 10.0 
30-40 
10-50 
50-60 
60-70 
70-80 
80-90 


As you know, in May of 1941 the National Nutrition Council set up a standard, 
or yardstick, for judging the adequacy of diets. This standard consists of the 
essential foods needed to meet the daily dietary requirements, as set forth in the 
table of “Recommended Daily Dietary Allowances”, compiled by the Food and 
Nutrition Board, National Research Council. 


As this information has been obtained we have been impressed with the 
following errors in diet among these patients: 


1. Poor distribution of food—poor breakfast or no breakfast, poor lunch or 
no lunch, and a heavy evening meal. 
Excessive consumption of coffee. 


to 


Excessive consumption of concentrated sweets. 
Insufficient time for meals and irregular meal hours. 
An inadequate quantity of milk in the diet. 

An inadequate quantity of whole grain products. 
An inadequate amount of fruits and vegetables. 
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We could predict that such patients might be nervous, irritable, constipated, 
or suffering from headaches or fatigue, and that their blood sugar would be 
abnormally low at times. It was our desire to determine if their symptoms were 
influenced by such pe ‘riods of possible hypoglycemia. These are often classified 
as “one meal a day” patients who could not logically expect to feel well. It is 
well accepted that glucose reserves for immediate use are adequate for only a 
few hours. Even though the body attempts to maintain normal levels by glyco- 
genolysis and gluconeogenesis such added work on the autonomic re culators 
increases the likelihood of functional disturbances and imbalances. Often such 
habits have existed for many, many years. A large number of these patients are 
young women in their twenties or e arly thirties who acquired many of these bad 
habits during high school and college days. Commonly they complain of ex- 
haustion from the daily routine of caring for one or two children whereas their 
mothers cared for many more with fewer symptoms. All seemed to be unaware 


TABLE II 


Tue “Basic 7” Foop Groups 


Leafy, green, and yellow vegetables—one or more servings daily. 

Citrus fruit, tomatoes, raw cabbage, and other high Vitamin C foods—one or 
more servings daily. 

Potatoes and other vegetables and fruit—two or more servings daily. 

Milk, cheese, and ice cream. 

Children—three or four cups of milk daily. 

Adults—two or more cups of milk daily. 

Pregnant women—at least one quart of milk daily. 

Nursing mothers—about one and one-half quarts of milk daily. 

Meat, poultry, fish, eggs, dried beans and peas, and nuts. 

Meat, poultry, and fish-one serving daily. 

Eggs—tour or more a week, 

Dried beans or peas, nuts, and peanut butter—two or more servings a week. 
Bread, flour, and cereals (whole grain or enriched or restored )—every day. 
Butter and fortified margarine—some daily. 


of the relation of proper food and habits to good health. It is a surprising and 
significant fact that more women than men are guilty of errors in diet, poor 
distribution of food, and excessive coffee drinking. 


The results of the dietary survey are tabulated in Table III. In regard to 
the adequacy of the diet as judged by the amount of the “Basic 7” or essential 
foods, it was found that there were startling deficiencies in the consumption of 
milk, eggs, fruit, particularly citrus fruit, potatoes, and whole grain breads and 
cereals. We have checked the diets for whole grain bread and cereal rather than 
products made from fortified or restored flour as we believe the former more 
nutritious. Briefly, the dietary histories showed that 54 per cent of the patients 
had an inadequate intake of milk, 45 per cent of whole grain breads and cereal, 
41 per cent of citrus fruit, 27 per cent of other fruit, 27 per cent of eggs, and 
2 per cent of potatoes. 
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The excessive use of concentrated sweets was not as high as anticipated, 
only 16 per cent of the patients taking an abnormal amount. However, 12 per 
cent were taking sweets between meals for a quick “pick-up”. Twenty-five per 
cent of the patients were drinking too much coffee and 37 per cent were smoking 
an excessive amount of tobacco. 


The distribution of food as we anticipated was poor. Thirty-four per cent 
of the patients had no breakfast or a poor breakfast and 39 per cent had a poor 
lunch, resulting in the eating of one balanced meal a day in the evening. Again, 
as a result of the pressure of their daily routine, 42 per cent of the patients took 
an insufficient amount of time for meals and 17 per cent had an inadequate 
amount of outdoor exercise. 


The difference in the dietary habits of men and women is of interest. Fifty- 
seven per cent of the women and 44 per cent of the men had an inadquate diet. 


TABLE III 


Dretary INFORMATION ON 1,600 CAsEs 


Excessive Poor 
Intake Use Habits 


Milk 5 | Sweets Poor breakfast 
Eggs 7 | Coffee 7 | Poor lunch 
Meat f Alcoholic Heavy dinner 
Fruit beverages Midmeals 

Citrus Carbonated Sweets 

Other ‘ | beverages Carbonated 
Vegetables Tobacco ‘ beverages 

Potatoes ‘ | Abnormal hours 

Green Insufficient 
Cereals and bread! time 

Cereal 

Bread 
Butter 


Insufficient 
exercise 


Thirty-six per cent of the women and 18 per cent of the men had poor distribu- 
tion of food. Poor habits of eating occurred in 39 per cent of the women and 
54 per cent of the men 


In summarizing the dietary histories, only 1.3 per cent of this group of 
patients could be conside red satisfactory as far as food intake and habits were 
concerned, 


In the treatment of these cases much importance was attached and time 
given to the proper understanding by the patient of the mechanisms allowing 
such disturbances to occur. Comprehensive discussions were held with the 
patient and assurance given of the absence of serious disease and the nonvital 
nature of the disturbance. It was our feeling that such understanding predicated 
permanency in improvement. An individualized outline of living habits was 
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worked out with each patient. This was designed to relieve as far as possible 
and practical the tension and stress of their former daily routine. About one- 
third of our patients received no medication while the balance received suppor- 
tive treatment as indicated. This consisted of antispasmodics usually combined 
with a mild sedative such as phenobarbital in small amounts, mild analgesics, or 
hormonal therapy. Sixty-five per cent in this series were either improved or symp- 
tom free, 26 per cent could not be adequately evaluated for classification, and 
only 9 per cent were admittedly unimproved. 


The dietary treatment consisted of a high protein diet containing all of the 
essential foods. Concentrated sweets and rich desserts were omitted. Coffee was 
limited to one or two cups a day. Alcoholic and carbonated beverages were 
restricted. Patients were advised to avoid tobacco or to use it sparingly. 


GLUCOSE TOLERANCE CURVES 


Case #1 


First ourve 
Second curve 


Fig. 1 


The importance of good distribution of food was emphasized. All patients 
were urged to eat a good breakfast and lunch. Regular midmeal feedings of milk 
or buttermilk were recommended. An earnest attempt was made to persuade 
patients to take time to eat their meals and to have them at regular normal hours. 


Thirty-two per cent showed improvement on the diet alone and an addi- 
tional 33 per cent on diet and supportive or symptomatic medication. 


The following cases illustrate the problems and the efficacy of correction of 
their poor dietary and living habits. 


Case 1:—A 29 year old housewife who had had three children in less than 
five years and was very ambitious and driving. She complained of headaches, 
fatigue, abdominal pain and cramps and extreme nervousness and shakiness. The 
physical examination revealed no marked abnormalities and laboratory data re- 
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vealed only a mild secondary anemia. She had a fasting blood sugar of 75 mg. 
per cent with hourly readings of 94, 108, 68, and 40 mg. per cent. Between the 
second and third hours the patient had a mild syncopal attack with nausea and 
vomiting. She was given 50 c.c. of 50 per cent glucose and a bar of candy at the 
conclusion of the test and felt much improved. Dietary history revealed that her 
breakfast consisted of three slices of white toast and two cups of black coffee. 
Lunch was equally light but she ate a heavy evening meal. All meals were eaten 
hurriedly and her intake of milk, citrus fruit, and whole grain products was 
inadequate. 


She was placed on a balanced dietary regime high in protein and complex 
carbohydrates. In six weeks she was markedly improved and the following year 
stated that her symptoms continued well controlled as long as she follow ed her 
dietary program and lived within the limits of her e ndurance. 


GLUCOSE TOLERANCE CURVES 


Case #2 


First ourve 
—-—-— Second curve 


2 
Fig. 2 


Case 2:—A 33 year old traffic manager for a national air line. He complained 
of severe daily headaches and nervousness. His work was sedentary and he 
supervised some four to five hundred employees. He drank coffee frequently 
during the day in an attempt to keep his energy level adequate to carry on his 
exacting work. The physical examination and laboratory studies were within 
normal “limits except for a rather flat glucose tolerance curve. His fasting blood 
sugar was 88 mg. per cent with hourly readings of 102, 92, 74, and 82 mg. per 
cent. During the test he stated that he had one of his typical headaches and felt 
very weak and tired. 


He was placed on three small regular meals daily and advised to omit the 
excesses of coffee, tea, and cola or other carbonated beverages. We sug- 
gested the use of natural fruits between meals in place of his usual candy bars. 
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In one month he stated that he felt 85 per cent improved. Several months later 
he complained again of recurring periods of weakness and headaches. Closer 
inquiry revealed that he purchased two dozen oranges on his way to work each 
day and kept them in his desk drawer to take in place of his former coffee and 
carbonated drinks. It was suggested to him that an excess of any good food might 
produce an unfavorable reaction. When next seen he stated that he felt good 
95 per cent of the time. 


Case 3:—A 62 year old patient in the diplomatic service. He complained of 
periodic attacks of dizziness and weakness with occasional syncope coming on 
one to three hours after eating. The physical examination and laboratory studies 
were within normal limits except for an abnormal glucose tolerance. A four hour 
oral glucose tolerance showed a fasting blood sugar of 131 mg. per cent with 
hourly readings of 232, 164, 81, and 83 mg. per cent. At the third hour the pa- 

GLUCOSE TOLERANCE CURVES 


Case #& 


tient felt weak, shaky, and dizzy and asked to lie down. Clinically, he appeared 
to be having a de finite hy poglyce mic reaction. 


It is interesting to note that while his lowest blood sugar was only 81 mg. 
per cent he actually experienced a fall of 151 mg. per cent in two hours. 


His bad dietary habits were corrected, his weight returned to normal, and 
the strenuousness of his daily routine reduced. He has experienced no attacks 
since and feels well for the first time in many years. To support the explanation 
of such reactions on the basis of relative hypoglycemia we found that six months 
later when the patient was symptom-free he no longer experienced hypoglycemic 
symptoms during glucose tolerance tests even when his blood sugar was 74 mg. 
per cent. During the last test his blood sugar was never above 136 mg. per cent, 
making a fall of only 62 mg. per cent compared to 151 mg. per cent. 
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Creek—The Influence of Dietary and Living Habits on Metabolic Processes 


Discussion 


We sincerely hope that this study will provoke interest and further clinical 
investigation and observations. The findings, methods used, and results obtained 
are not dramatic or startling and they point to no panacea. The task of thorough 
investigation, analysis, and the education of each patient individually requires 
pluck, patience, and perserverance. We cannot be dogmatic about our diagnoses, 
and the progress of the patient must be watched closely to prevent recurrences 
of previous symptoms or return to poor habits. When the effects of glucose or 
its absence in physiological amounts on the hormonal systems of the body are 
better understood'*:'* we may be able to further increase the specificity and 
benefits of treatment. Other mechanisms than those thus far catalogued are un- 
doubtedly at work and their mode of action is under continuing investigation’®"*. 
Recent work by Ingle’ suggests that hyperglycemia from stimulation of adrenal 
cortices under stress does not always occur. Such response must naturally de- 
pend in part on the available glycogen reserves in the liver. The duration or 
chronicity of the stress or trauma are also important factors to be considered. | 
should like to e mphasize again that the symptoms bringing most of these patients 
to the doctor were not acute, malignant, infectious, degenerative, or rapidly 
progressive disorders. Many symptoms had existed for one or more decades and 
usually many physicians had been consulted. 


SUMMARY 


Sixteen hundred cases with so-called functional complaints have been 
studied. Sixty-three per cent of these were women and 37 per cent were men. 
Ninety-eight and seven tenths per cent of these patients had poor dietary intake 
or habits. All had evidence of derangement of physiologic metabolic processes 
as reflected by history, physical examinations, and the oral glucose tolerance 
tests. While 44 per cent had co-existing organic diseases, accepted methods of 
medical or surgical treatment did not relieve their symptoms. An earnest attempt 
was made to give these patients the proper concept of their problems and to 
outline a balanced dietary and living program for them. Thirty-two per cent 
showed improvement on diet alone, an additional 33 per cent on diet plus sup- 
portive or symptomatic medication, 26 per cent could not be accurately classi- 
fied, and 9 per cent definitely were unimproved. Attention is called to the fact 
that these symptoms may occur from stress in patients in the second and third 
decades of life as manifestations of an exhaustion state and give them a physio- 
logical age far beyond their chronological one. The vast majority (74 per cent) 
of these patients were in their most productive years between the ages of 30 and 
60. Fortunately, such physiological aberrations are usually reversible if discov- 
ered before actual disease processes have occurred, and the patient can be re- 
turned to a more nearly normal and useful life. Whether such symptoms are due 
to hormonal derangements or autonomic nervous system imbalance we cannot 
consistently answer at present. The role of heredity and the part played by re- 
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peated environmental stress are not well delineated. It is hoped that as more is 
learned of the regulators of the body and their interrelationship with the central 
nervous system and the physical body, treatment may become more specific and 
hence more spectacular. Meanwhile, we have found no substitute for pains- 
taking attention to all factors influencing the patient being studied and the 
sensible correction of the aberrant habits, attitudes, and concepts on the part 
of such patients. 

This preliminary survey has been presented in the hopes of further stimulat- 
ing the study of autonomic and chemical body functions. As previously stated 
in the light of present information we have not been able to consistently predict 
the type of curve or to correlate clinical improvement with a return of the glu- 
cose tolerance test to normal. Further data and conclusions shall be presented 
as we are able to correlate our findings with known facts of body functions. 
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GYNECIC ENDOCRINE FACTORS IN RELATION TO ALIMENTARY 
TRACT FUNCTION AND ABDOMINAL SYMPTOMATOLOGY® 


A. E. RAKOFF, M.D. 
Philadelphia, Pa. 


There are two major mechanisms by which sex-endocrine function in the 
female may produce abdominal symptoms or cause exacerbations of pre-exist- 
ing gastrointestinal disturbances. There are (1) organic changes in the ovary 
such as may be associated with the process of ovulation, cyst formation, in- 
flammations or neoplasms, and (2) alterations in the production of the ovarian 
hormones such as occur physiologically at puberty, during the menstrual cycle, 
pregnancy and the menopause or in many types of ovarian dysfunctions. In 
some ovarian disturbances we may, of course, be dealing with both organic and 
functional factors. The symptoms which arise from the former are primarily 
due to local factors within the ovary while the latter result from general physio- 
logic disturbances which may affect the abdominal organs by way of the nerv- 
ous system, metabolic upsets, allergies to hormones or various humoral responses. 


Facrors IN THE NorMAL CYCLE 


Before proceeding with a discussion of various gynecic disturbances it is 
pertinent to review the normal ovarian cycle with particular reference to the 
associated abdominal symptoms. 


Puberty:—From about the age of 9 or 10 until the onset of the first menses 
there is progressive growth of ovarian follicles under the stimulation of increas- 
ing titers of follicle-stimulating hormone. When the ovary has matured sufficiently 
to respond by adequate cyclic production of estrogen, menstrual function is 
initiated. It is usually not until several vears of menstrual function have occurred 
that the ovary is sufficiently mature to permit regular ovulation and corpus 
luteum formation. During the premenarcheal phase it is not unusual for the little 
girl to complain of periodic lower abdominal heaviness or dull pain, sometimes 
unilateral, sometimes over both ovaries and at other times suprapubic. These 
are related to early attempts at ovulation and menstruation. Once menstrual 
function is regularly established these symptoms are usually relieved, but may 
later be replaced by various periodic molimina. 


The Normal Menstrual Cycles:—The postmenstrual phase is usually one of 
relative ovarian quiescence. This is soon followed by the follicular phase 
in which, in response to a gradual rise in pituitary F.S.H., there is growth of many 
ovarian follicles with increasing secretion of estrogenic hormone. In the pre- 


*Read before the Sixteenth Annual Convention of the National Gastroenterological 
Association, Chicago, Ill, 17, 18, 19 September 1951. 
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ovulatory phase one follicle gains ascendency over the others, enlarges and ap- 
proaches the periphery of the ovary, causing gradually thinning of the cortex 
until rupture occurs with extrusion of the ovum. Ordinarily ovulation is not ac- 
companied by frank bleeding but a small amount of serosanguineous fluid may 
be found in the cul-de-sac at the time of ovulation. Ovulation in many women 
occurs “silently”, but often it is associated with distinctive symptoms of varying 
intensity. In most cases there is a vague unilateral discomfort which may radiate 
to the back or down the leg. Not infrequently there is a moderate distention 
of the lower abdomen and often a slight increase in vaginal discharge, and 
some increase in fullness or tenderness of the breasts. As is well known there 
is also an abrupt rise of basal temperature of 3/5 to 1°. The latter is generally 
attributed to the abrupt onset in the production of progesterone by the forma- 
tion of the corpus luteum. It is of importance to stress at this point that regard- 
less of the length of the cycle, menstruation will follow two weeks after ovula- 
tion; thus indicating that although the follicular phase may be of irregular 
duration, the corpus luteum phase is quite regularly of 14 days’ duration. As the 
corpus luteum phase progresses, many patients become aware of a distinct 
group of symptoms which include increased nervousness, irritability, abdominal 
bloating and distention and a general tendency to gain weight due to fluid re- 
tention. Not infrequently, constipation will occur as a regular premenstrual 
manifestation while on the other hand. occasional women who are ordinarily 
constipated will note return to normal bowel habit during the premenstrual 
phase or even a tendency to diarrhea. 


Both estrogen and progesterone drop rapidly just before the expected 
menstrual flow. It is estimated that perhaps 50 per cent of all women with a 
normal cycle will experience cramps with the onset of menstruation. When this 
is of inordinate intensity and duration, the problem is spoken of as primary or 
essential dysmenorrhea. 


Mip-Cycie CrisEs 


Painful Ovulation:—Moderate unilateral pain at the mid-cycle is often asso- 
ciated with ovulation and is frequently referred to as “mittelschmerz”. In some 
instances the pain may be rather acute, beginning in the ovarian region and 
radiating down the legs or to the back and some times associated with distention, 
nausea, vomiting, diarrhea or uring ury frequency. Not infrequently, the cause 
for this difficulty is due to a thickening of the ovarian capsule especially if there 
has been pre-existing inflammatory disease. Helpful factors in establishing the 
diagnosis are careful calculation of the time of the menstrual cycle, and the use 
of the basal temperature chart, and relief of symptoms following inhibition of 
ovulation with estrogens. 


Ruptured Corpus Hemorrhagicum:—In rare instances ovulation may be 
acompanied by bleeding from the ovary in amounts sufficient to enter the per- 
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itoneal cavity and produce manifestations of an acute abdominal crisis requiring 
differentiation from appendicitis, ectopic pregnancy, twisted ovarian cyst or 
pelvic inflammatory disease. The pain tends to localize below McBurney’s point 
and may persist for two or three days. Helpful factors in establishing a diagnosis 
are the fact that it occurs in the immediate postovulatory period, the temp- 
erature and pulse rate are usually normal and there is a tendency for the white 
blood count to fall after a few hours. In some instances, culdoscopy, exploratory 
excision or posterior colpotomy are necessary to establish the diagnosis. 


Similar bleeding from the ovary may ocur from a ruptured graafian follicle 
after excessive treatment with gonadotrophic hormones. 


PREMENSTRUAL TENSION 


Marked premenstrual tension, characterized by unusual nervous irritability, 
bloating, mastalgia and edema, is well known to occur in some women during 
the corpus luteum phase of an apparently normal menstrual cycle. In some 
women this syndrome may be associated with troublesome abdominal mani- 
festations. Such patients complain that their abdomen is markedly distended, 
sometimes to the point where they feel they may be pregnant and are troubled 
by a heavy dragging sensation in the region of the ovaries which may radiate 
down the thighs. Air swallowing, burping and flatulence are sometimes also 
present. The remarkable relief which many such patients obtain by inhibition of 
the cycle with estrogens, suggests that progesterone may be the hormone which is 
responsible for this syndrome, probably by its action on the nervous system as 
well as by causing retention of salt and water. Some patients also obtain good 
relief with the use of methyl testosterone given in a dosage of 10 mg. daily by 
mouth from the 14th to the 24th days of the cycle. Milder cases will respond to 
ammonium chloride in full dosage (60 to 80 gr. a day) during the same period 
along with limitation of salt. 


Of special interest to this conference is a relatively rare syndrome of per- 
sistent nausea and vomiting which recurs in the premenstrual phase and may last 
for several days to a week. During this time the patient is quite ill, becomes 
dehydrated and acidotic. Parenteral fluids with saline and glucose plus heavy 
sedation are often required to control the attack. When no organic factors 
are present these atacks can generally be prevented by the inhibition of ovulation 
by the cyclic administration of moderately large dosages of estrogens, using 
the basal temperature chart as an indicator that ovulation has been inhibited. 
In some instances there is reason to believe that this condition represents a 
gastrointestinal allergy to endogenous progesterone or one of its metabolic 
products, while in other cases it appears to be due to the effect of progesterone 
on the nervous system. 
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DyYSMENORRHEA 


The etiology of primary or essential dysmenorrhea has not been established 
with certainty, except that it is associated with painful uterine contractions. It 
is a curious and probably significant fact that it occurs almost invariably in the 
apparently normal ovulatory cycle and can be abolished by creating an anovula- 
tory cycle. Indeed, the use of estrogen in sufficient dosage to inhibit ovulation 
with subse ‘quent relief of symptoms has been used as a diagnostic test. Par- 
ticularly troublesome are those patients who experience severe pain for a 
number of days with persistent vomiting and loss of weight. Antispasmodics 
and ordinary analgesics are generally of little value in such instances. Estrogen 
inhibition of the cycle is useful generally only for the few months in which it 
can be used with safety. Testosterone in the last half of the cycle affords amelio- 
ration in some cases. Proge sterone is rarely helpful, despite the fact that it is 
supposed to be a uterine sedative. Dilatation of the cervix with curettage is help- 
ful but offers permanent relief in only a minority of cases. Pregnancy is undoubt- 
edly the best cure. Some of the more severe cases have responded to presacral 
neurectomy. 


OvARIAN DysSFUNCTION 


Hypofunction of the ovaries rarely gives rise to abdominal symptomatology, 
if not caused by any mechanical factors. Indeed, complete suppression of ovarian 
function gene rally provides relief for those patients troubled by mid-cycle 
premenstrual or menstrual abdominal pain. 


Follicle Cysts:—Vague abdominal discomfort is a frequent manifestation 
in patients with cystic disease of the ovaries particularly follicular cystosis. 
Some degree of pain in the ovarian region may be present throughout the month 
but generally there is an exacerbation at the mid- cycle and sometimes in the 
preme nstrual phase. If torsion, hemorrhage or rupture occurs, acute abdominal 
symptoms occur, 


Follicular cystosis is believed to result from inadequate response of the ovary 
to gonadotrophic stimulation because of a thickened capsule, or from genetic 
abnormalities, in the ovary, or from excessive or irregular production of gonado- 
trophins. Much unnecessary surgery has been done for cystic disease of the 
ovaries. In many instances, satisfactory results can be obtained by hormonal 
regulation of the pituitary-ovarian cycle or by putting the ovary at rest with 
estrogens or androgens. 


Corpus Luteum Cysts:—A corpus luteum cyst or hematoma may cause 
ovarian pain late in the cycle, and not infrequently also causes a delay in men- 
struation due to the persistent production of estrogen and progesterone. In the 
latter event, differential diagnosis from ectopic pregnancy may be particularly 


320 


Rakoff—Gynecic Endocrine Factors in Relation to Alimentary Tract Function 


difficult. If such a cyst goes on to rupture, surgery may be necessary to control 
bleeding, otherwise the symptoms subside spontaneously. 


Endometrial Cysts:—Endometrial cysts, so-called “chocolate cysts” of the 
ovaries are a particularly vexing problem. In addition to pain the other char- 
acteristic symptoms consist of hypermenorrhea, polymenorrhea and infertility. 
Generally it is associated with endometriosis elsewhere in the pelvis. Abdominal 
pain is present characteristically in the premenstrual phase, and becomes most 
marked during the time of the menstrual flow. If endometriosis involves the 
gastrointestinal tract or bladder, there will be evidences of bleeding from these 
sources. Inhibition of ovarian function in one form or another is usually required 
for the successful management of these cases. In those women who are in the 
latter years of their reproductive life this may be accompanied by surgical 
methods or by x-ray. In the younger women more conservative measures should 
be tried first in an attempt to retain ovarian function and possible fertility. Test- 
osterone in carefully graded doses is frequently helpful. Recently, estrogens in 
very large dosages have been recommended az an effort to exhaust endometrial 
response, but this approach should be regarded as investigative particularly in 
view of its possible harmful effects. 


OvaARIAN HyYPERFUNCTION 


Hyperfunction of the ovaries may involve the excessive production of es- 
trogen, progesterone or of both hormones. Hyperestrogenism alone may occur 
in certain feminizing tumors of the ovary such as granulosa cell tumors or 
thecomas or occasionally in association with cystic disease of the ovaries. As a rule 
there is little abdominal symptomatology except that due to the ovarian en- 
largement. On the other hand, conditions causing excessive production of both 
estrogen and progesterone not infrequently give rise to definite intestinal and 
abdominal manifestations. This is seen most characteristically in early pregnancy, 
when the corpus luteum enlarges and produces excessive amounts of both hor- 
mones. It is quite probable that at this early stage, the abdominal enlargement, 
nausea and vomiting are effects of the increased production of these hormones 
although the high titer of chorionic gonadotrophin cannot be entirely disregarded 
as of etiologic significance. A very interesting variation is that seen in the syn- 
drome of pseudocyesis in which the patient develops progessive abdominal dis- 
tention, increased rigidity of the abdominal muscles, sometimes nausea and 
vomiting and later fetal movement. It has been demonstrated that in this con- 
dition there is long continued estrogen and progesterone production either from 
a corpus luteum cyst or diffuse luteinization of the ovaries. It has been further 
shown that this condition apparently rises from the release of luteotrophin 
probably as a result of psychic factors affecting the pituitary by way of the 
hypothalamus. 
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THE Errect oF OvARIAN HORMONES ON 
PREEXISTING GASTROINTESTINAL DISEASE 


It is not an uncommon observation that patients with many types of gastro- 
intestinal disturbances, particularly those where there may be underlying neuro- 
genic factors, often experience exacerbation at periodic intervals. Patients with 
colitis are particularly prone to premenstrual exacerbations. Probably this is on 
the same basis as the syndrome of premenstrual tension, in view of the fact that 
improvement will often follow inhibition of the cycle with estrogens, or prefer- 
ably the use of testosterone therapy, if all other factors are kept at an even keel. 
Testosterone may be given in the form of methyl testosterone, 10 mg. daily dur- 
ing the first month and then 10 mg. a day during the last two weeks of the cycle. 
The dosage should be re-adjusted on the basis of the clinical response, taking 
care to avoid dosages which will produce arrhenomiemetic effects. 


Bleeding from the gastrointestinal tract in the premenstrual or menstrual 
phase may occur in patients with endometriosis involving the bowel but also 
trom varices which undergo increased congestion at this time. 


It is well established that peptic ulcer is improved during pregnancy. At 
various times it has been suggested that each of the sex hormones including 
chorionic gonadotrophin, progesterone and estrogen have been responsible for 


this beneficial effect and their use in nonpregnant women has been recommended 
on this basis. The more recent demonstration of the increase in corticosteroids 
during pregnancy has raised the possibility of this hormone as the beneficial 
agent. 
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EDITORIAL 


INSULIN TEST FOR PRESENCE OF INTACT NERVE FIBRES 
AFTER VAGAL OPERATION FOR Peptic ULCER 


Hollander® called attention to a physiologic test for uncut vagus nerve fibres 
in ulcer patients after operation, designed to interrupt all vagal stimuli to the 
stomach. He used 15 units of insulin intravenously and demonstrated hypogly- 
cemic states by a series of blood sugar determinations. The object of this test was 
to reduce the blood sugar to 50 mg. per 100 c.c. or lower. In addition, Hollander 
performed fractional gastric analysis to determine that the resulting vagal stimuli 
can elicit a secretory response from the stomach. 


A distinct rise in the curve for free acidity of the gastric aspirates, plus hypo- 
glycemia, indicates that some uncut parasympathetic fibres still connect the vagus 
center in the medulla with the stomach. However, the acidity curve does not 
indicate the proportion of intact fibres remaining. There must be no doubt that 
hypoglycemia had been adequate and that neither permanent nor temporary 
anacidity was present. It is also possible that after gastroenterostomy or subtotal 
resection of the stomach, regurgitation from the intestine may neutralize a small 
acid output and mask a true positive response. If there be a questionable element 
involved, repetition of the test with a larger dose of insulin is advocated. Should 


this test prove that the negative response obtained previously was correct, there 
will remain no doubt that all vagal fibres were severed. 


SAMUEE WEISS 


*Hollander, Franklin, Gastroenterology, 7:607, (Dec.), 1946. 
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CHAPTER ACTIVITIES 
New Jersey CHAPTER 


At the meeting of the New Jersey Chapter held at the Jersey City Medical 
Center on 24 March 1952, the scientific portion of the program consisted of: “An 
Unusual Case of Jaundice Associated with Giardiasis” by Dr. Jacob Riese which 
was discussed by Drs. Samuel Rubin and Herbert Greenfield; “A Case of Ulcera- 
tion Within a Hiatus Hernia with Perforation Following Gastroscopy” presented 
by Dr. Benjamin Macchia and discussed by Dr. Earl J. Halligan. 


Dr. Louis L. Perkel spoke on “A Case of Traumatic Hiatus Hernia with 
Torsion of the Stomach Producing Pyloric Obstruction”. The final paper of the 
evening was “A Case of Gastric Ulcer Associated with Deformity of the Duodenal 
Arc Due to an Abdominal Aortic Aneurysm” by Dr. Leonard Troast. 


Ruope IsLAND CHAPTER 


An informal dinner meeting of the Rhode Island Chapter was held at the 
Hope Club in Providence on 27 March 1952. 


Dr. Alfred A. Murphy, Instructor of Surgery at Tufts Medical School in 
Boston presented an illustrated talk on “Some Aspects of Gastric Surgery”. 


NEWS NOTES 


Tuirrp EuropEAN CONGRESS OF THE NATIONAL SOCIETIES OF GASTROENTEROLOGY 


The Third European Congress of the National Societies of Gastroenterology 
will be held in Bologna, Italy, from 20 to 26 April 1952. 


Delegates from the National Gastroenterological Association are: Drs. An- 
thony Bassler, New York, N. Y.; Felix Cunha, San Francisco, Calif.; Lynn A. 
Ferguson, Grand Rapids, Mich.; Hyman I. Goldstein, Camden, N. J.; Earl J. 
Halligan, Jersey City, N. Y.; Sigurd W. Johnsen, Passaic, N. J.; Arthur A. Kirch- 
ner, Los Angeles, Calif.; William W. Lermann, Pittsburgh, Pa.; Octavio Rojas 
Avendano, Mexico City, D. F.; Roy Upham, New York, N. Y. and C, Wilmer 
Wirts, Philadelphia, Pa. 


The Congress will be under the Presidency of Professor A. Gasbarrini of 
Bologna, Italy. 


Tuirrp PAN-AMERICAN CONGRESS OF GASTROENTEROLOGY AND First NATIONAL 
ConGrEss OF GASTROENTEROLOGY OF MEXICO 


The Third Pan-American Congress of Gastroenterology will meet jointly with 
the First National Congress of Gastroenterology of Mexico in Mexico City 11 to 
17 Mav 1952, under the Presidency of Dr. Abraham Ayala Gonzalez of Mexico 
City. 
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NEWS NOTES 


Dr. William W. Lermann, President of the National Gastroenterological 
Association has appointed as delegates to attend Guts sessions: Drs. Anthony 
Bassler, New York, N. Y.; Felix Cunha, San Francisco, Calif.; Lynn A. Ferguson, 
Grand Rapids, Mich.; Hyman I. Goldstein, Camden, N. J.; Earl J. Halligan, 
Jersey City, N. J.; Sigurd W. Johnsen, Passaic, N. J.; Arthur A. Kirchner, Los 
Angeles, Calif.; William W. Lermann, Pittsburgh, Pa.; Octavio Rojas Avendano, 
Mexico City, D. F.; Roy Upham, New York, N. Y. and C. Wilmer Wirts, Phila- 
delphia, Pa. 


Our President, Dr. Lermann has been asked to preside at one of the sessions 
of the Congresses. 


The subject of the papers will be “Liver and Pancreas”. 


EXECUTIVE COMMITTEE MEETING 


A meeting of the Executive Committee of the National Gastroenterological 
Association was held at the Hotel Statler in New York City on 16 March 1952. 


Following the disposal of administrative matters and reports of various com- 
mittees, the Secretary-General, Dr. Roy Upham reported that the Boston, New 
Jersey and New York Chapters were conducting regularly stated meetings with 
interesting scientific programs. 


The Treasurer, Dr. Elihu Katz, reported on the financial status of the Asso- 
ciation and reque sted permission to transfer monies not curre ntly needed from 
the checking account to the savings account. Upon motion duly made, seconded 
and carried this was approved. 


He further reported that several members had not paid their dues for the 
year 1951 and under the provisions of the Constitution and By-laws requested 
authorization to drop these from the membership roll of the Association. Upon 
motion duly made, seconded and carried these men were ordered dropped. 


The Milwaukee, New Jersey and New York Chapters presented for ratifica- 
tion the applications of the following, which applications were approved by them 
and accepted by the Executive Committee: Dr. Leonard J. Schwade, Milwaukee, 
Wisc.; Dr. Chas. C. Abbott, Jersey City, N. J.; Dr. Norman L. Freund, Brooklyn, 
N. Y.; Dr. Jacob Lister, Bronx, N. Y.; Dr. Kermit G. Dwork, Forest Hills, N. Y 


The following were elected to membership at large in the National Gastro- 
enterological Association: Dr. Felix O. Winskunas, Chicago, IIl.; Dr. Samuel L. 
Stephenson, Memphis, Tenn.; Dr. Christian E. Schrock, Waverly, lowa; Dr. John 
C. Repasky, Akron, Ohio; Dr. Dayton O'Donnell, Detroit, Mich.; Dr. Lee E. 
Miller, West Allis, Wise.; Dr. Jack J. Levin, Wood, Wisc.; Dr. Frank Fred Fraider, 
Chicago, Ill.; Dr. Thomas J. Benton, Willow Springs, IIl.; Dr. Paul Letendre, 
Montreal, Canada. 
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Upon presentation of the necessary qualifications, the following were ad- 
vanced as indicated: Dr. Maurice B. Bangel, Brooklyn, N. Y., Fellow; Dr. William 
F. Herzig, New York, N. Y., Fellow; Dr. Stanley S, Sidenberg, Cleveland, Ohio, 
Fellow; Dr. James H. Goode, Tuscaloosa, Ala., Associate Fellow; Dr. Richard A. 
Hopping, Newark, N. J., Associate Fellow; Dr. Irving Innerfield, Nyack, N. Y., 
Associate Fellow; Dr. Henry P. Kooistra, Grand Rapids, Mich., Associate Fellow; 
Dr. Timothy A. Lamphier, Boston, Mass., Associate Fellow; Dr. Jacob Melnick, 
Brooklyn, N.Y ., Associate Fellow; Dr. Joseph McKinley Rossen, Lakewood, Ohio, 
Associate Fellow; Dr. Lloyd F. Teter, Pekin, IIl., Associate Fellow; Dr. Edward 
P. Thomas, Indianapolis, Ind., Associate Fellow; Dr. Carl J. DePrizio, Attleboro, 
Mass., Associate Fellow; Dr. Lawrence F. Cozza, Medford, Mass., Associate 
Fellow. 

Dr. Samuel Weiss, Editor reported on the financial status of THe Review oF 
GASTROENTEROLOGY and presented an estimated budget for 1952. 


Dr. C. J. Tidmarsh reported for the Constitutional Revision Committee and 
his report was accepted and ordered presented to the National Council at its 
session in the afternoon. 


The President, Dr. William W. Lermann, with the consent of the Executive 
Committee announced the following additional appointments to the Editorial and 
Publication Committee: Dr. Arthur Kirchner, Los Angeles, Calif.; Dr. Bruce C. 
Lockwood, Detroit, Mich.; Dr. C. Wilmer Wirts, Philadelphia, Pa.; Dr. Lynn A. 
Ferguson, Grand Rapids, Mich.; Dr. James T. Nix, New Orleans, La. and Dr. 
Sigurd W. Johnsen, Passaic, N. J. These new members are in addition to the 
chairman, Dr. Samuel Weiss, New York, N. Y.; Dr. Anthony Bassler, New York, 


N. Y.; Dr. Harry M. Eberhard, Philadelphia, Pa. and Dr. William W. Lermann, 
Pittsburgh, Pa. 


SEMI-ANNUAL MEETING OF THE NATIONAL COUNCIL 


The Semi-Annual Meeting of the National Council of the National Gastro- 
enterological Association which was held in New York City on 16 March 1952 
was attended by 22 of the 31 members. 


Dr. William W. Lermann, President reported upon the activities of the Exec- 
utive Committee between meetings of the Council and asked approval of the 
actions of the committee as evidenced by the minutes of the Executive Com- 
mittee meetings. Upon motion duly made, seconded and carried, it was so 
ordered. 


The chairmen of the various committees presented their reports which were 
approved by the Council and ordered filed. 
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NEWS NOTES 


The Council considered the report of the Constitutional Revision Committee 
and approved the resolution susbmitted to it for proposed changes in the Con- 
stitution and By-laws. The committee was instructed to proceed with its work 
and report back to the Executive Committee at its next meeting in June. 


The Council adjourned until its Annual Meeting in New York City to be 
held on Sunday, 19 October 1952. 


Preceding the meeting, the members of the Council participated in an in- 
formal luncheon. 


New APPOINTMENTS TO THE EprroRIAL BOARD 


We take pleasure in announcing that the Editorial Board of THe Review or 
GasTROENTEROLOGY has been increased by the addition of Drs. Arthur Kirchner, 
Bruce C. Lockwood, Lynn A. Ferguson, James T. Nix and Sigurd W. Johnsen. 


Dr. Samuel Weiss, Editor of THE REview or GASTROENTEROLOGY since it first 
appeared in 1934, remains chairman of the Editorial Board and Editor-in-Chief 
of the publication. 


Dr. C. Wilmer Wirts of Philadelphia, Pa. has been appointed as Assistant 
Editor and Dr. Samuel S. Feuerstein of Astoria, L. I. has been appointed chair- 
man of the Abstract Staff. 


Manuscript Epirinc SERVICE ESTABLISHED 


To improve medical journalism, the American Medical Writers’ Associa- 
tion has recently established the first “Manuscript Editing Service” to be con- 
ducted by a medical association in the U. S. For a small fee the Association will 
edit and criticize medical manuscripts (up to 5,000 words). Its aim is to help 
authors carry out the dictum of Sydney Smith: “The writer does the most who 
gives his reader the most knowledge and takes from him the least time.” The 
Association is a non-profit organization with no salaried officers. Its membership 
includes a large group of well known medical editors and writers. Principal 
purpose of the group is “to help maintain and advance high standards of medi- 
cal literature.” Further details of the new “Manuscript Editing Service” may 
be obtained from the Secretary, Harold Swanberg, M.D., 209-224 W.C.U. 
Building, Quincy, Illinois. 
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Iu Memoniram 


We record with profound sorrow the passing of Professor Carlos Bonorino 


Udaondo of Buenos Aires, Argentina, for many years a Fellow of the National 
Gastroenterological Association and a member of the Editorial Council of THe 
Review OF GASTROENTEROLOGY. 


Dr. Bonorino’s death occurred in November of 1951 and was just recently 
reported to the Association. 


Our deepest sympathies to the members of the bereaved family. 
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ABSTRACTS 


GASTROINTESTINAL TRACT 


SITUS INVERSUS OF THE INTESTINAL TRACT, HEART AND NUCLEUS HABE. 
NULAE: Otto Mangold and Carl V. Woellwarth. Arztl. Forsch. 3:206, (April 26), 1950. 


Physiological experiments on development 
by Spemann and others have led to the 
conclusion that left-sided defects in the 
earliest stages of embryonal development 
may induce a reflected image or inversion 
of the intestines. Extensive experiments on 
defects in the germ of pes Fv have 
brought the confirmation and completion of 
this theory. Also the inversion of the situs 
by the rotation of a piece of the medullar 
plate and the roof of the primary gut, 
could be explained by the defect theory. 
The abundance of material allows one to 


compute a measure for the correlation of 
the position of the different asymmetrical 
organs. The habenula of the middle brain, 
also asymmetrically formed in amphibians, 
participated in the inversion of the guts, 
although its origin is not concerned in the 
operation. This leads to the conclusion 
that the operation takes effect in an early 
stage of determination, extending from the 
center of organization through the whole 
germ, and probably causing the asym- 
metry of all organs. 
FRANZ J. Lust 


ESOPHAGUS 
ESOPHAGITIS: Alfred Vogt. Fortschr. Geb. Roentgenstrahlen 72:686, (April), 1950. 


Three observations of esophagitis are re- 
ported. The first one was found in a case 
of lymphosarcomatosis. In the second case, 
a lymphogenous leukemia was present. The 
mucosal folds were hypertrophic and the 
mucosa had an interwoven structure. In 


the last case a peptic ulcer of the esopha- 
gus was present. The folds were broad, 
swollen, stiff, and had a longitudinal pat- 
tern. 


Franz J. Lust 


STOMACH 
A NEW METHOD OF CYTODIAGNOSIS OF DISEASES OP THE STOMACH: N. Hen- 


ning and S. Witte, Deutsche Med. Wchnschr. 


Attempts to introduce in the clinic a 
microscopic diagnosis of stomach diseases 
are as old as the stomach tube. A new 
impulse in the cytodiagnosis of gastire car- 
cinoma was given by the work done by 
Papanicolaou. 

The principal difficulty of the destruc- 
tion of the desquamated stomach epithelia 
by the gastric juices has been circumvented 
by the invention of an operative gastro- 
scope which made it possible to take biop- 
sies of the stomach wall. The authors 
have used the “Zelltupfsonde” (“cell 
touch-applicator” ). 

It consists of a small rubber sponge, the 
size of a small cherry, which is attached 


to a spiral-shaped wire and is enclosed in 
a soft rubber stomach tube. After intro- 
duction into the stomach, the sponge rub- 
ber tip is pushed out and moved over the 
gastric surface. The wire is then pulled 
back into the stomach tube. The sponge 
rubber is washed with a saline solution, 
the washings are centrifuged and then 
stained. 

This method is simple and was tried on 
a series of 145 patients. Characteristic 
changes were found in ulcer, achylia gas- 
trica, pernicious anemia and gastric car- 
cinoma, 

Rupo_r POLANCZER 


FACTORS ASSOCIATED WITH PERFORATION IN PEPTIC ULCER: Christopher Strang 
and I, O. B. Spencer. Brit. M. J. 1:873, (April 15), 1950. 


The authors report 189 cases. The great 
preponderance of males and the high inci- 
dence of duodenal ulcers was confirmed. 
In men, perforated duodenal ulcer was 
four times as common as perforated A yen 
ulcer. In women, however, perforated gas- 


tric ulcer was twice as common as per- 
forated duodenal ulcer. In 91 per cent of 
patients a history of previous indigestion 
was obtained; in 64 r cent this con- 
formed to a typical attern. In 68 
per cent the history of indigestion lasted 
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for longer than one year. The onset of 
perforation seemed to be unrelated to indi- 
vidual habits of eating, drinking, or smok- 
ing, or to a particular phase of digestion, 
and the moment of perforation was not 
correlated with the position of the patient, 
straining or physical activity. Perforation 
occurred less often in the autumn than in 
the other seasons! The daily incidence 
varied little, but perforation was more fre- 


GASTRIC ULCER IN CHILDHOOD: M. 

1950. 

Gastric ulcer in children is a rare occur- 
rence. Of the 33 cases reported in the 
literature, five were found at autopsy, 
thirteen by surgery, and fourteen by roent- 
gen study. Nine of the latter group were 
confirmed by surgery. It is interesting to 
note that the first four cases reported in 
the literature were found at autopsy, the 
next thirteen cases were found at surgery. 
Of the remaining cases reported since 1932, 


comprising 15 cases all but three were 


quent from midday to midnight than in 
the morning hours. 

In the three days preceding perforation 

per cent had constant abdominal pain, 
7 per cent intermittent pain, 28 per cent 

pain (!!), and 13 per cent such vague 
symptoms as heartburn or nausea. There 
was no specific pattern of symptoms which 
led up to a perforation, this seemed to be 
an unpredictable complication. 

FRANZ J. Lust 


D. Ingram. Am. J. Roentgenol. 64:765, (Nov.), 


initially diagnosed from the roentgenologi- 
cal examination. Especially in the last years, 
ulcers were discovered by roentgenological 
examination. In the reported case of an 
eleven year old child, the rotentgenological 
examination revealed a crater of 2 cm. size 
on the lesser curvature of the stomach. 
Clinically there were sharp epigastric pains 
with vomiting of a coffee-ground material. 
There were no tarry stools. Complete recov- 
ery was seen after a Sippy regimen. 
FRANZ J. Lust 


CONTRIBUTIONS FOR THE DIFFERENTIAL DIAGNOSTIC OF NICHES OF THE 
GREATER CURVATURE OF THE STOMACH: Th. Hornykiewytsch. Fortschr. Geb. 


Roentgenstrahlen 71:906, (Oct.), 1949. 

Three cases with niches of the greater 
curvature of the stomach are reported. In 
the first patient, a benign ulcer, like a 
diverticulum was found. In the second case 
a large niche was demonstrated without 
involvement of the folds of the stomach. 
This turned out to be a carcinoma. In the 


third case a scirrhus of the stomach was 
present, the center of which had under- 
gone extensive ulceration. The author 
stresses the difficulties in differentiating 
these malignant conditions from ulcers. 


FRANZ J. Lust 


BLEEDING DUODENAL ULCER IN INFANCY: A SURGICAL PROBLEM: George W. 
Plummer and Samuel J. Stebins. J. Pediatrics. 37:899, (Dec.), 1950. 


Two cases in female infants under one 
vear of age are reported successfully treated 
by surgery during acute hemorrhage. Bleed- 
ing duodenal ulcers should always be seri- 
ously considered in the differential diag- 
nosis of gastrointestinal hemorrhage in in- 
fancy Hematemesis is not necessarily a 
criterion for establishing the diagnosis. 


The margin of safety in conservative 
treatment of this condition in the infant is 
considerably reduced in contrast to that of 
the adult. The advances in preoperative and 
postoperative. care combined with modern 
surgical technic remove this condition from 
the hopeless field of therapy. 

FRANZ J]. Lust 


ROENTGENOLOGICAL SIGNS OF HYPERPLASTIC GASTRITIS: J. Buecker. Fortschr. 


Geb. Roentgenstrahlen. 71:246-256, 1949, 

This is an excellent contribution to the 
roentgenological studies of hyperplastic gas- 
tritis. Nodular hyperplasia of the mucosa 
around a peptic ulcer are demonstrated in 
the x-ray film and the pathological speci- 
men. A case of antral gastritis is reported 


in which the roentgen findings were irregu- 
larity of the antrum, slight pyloric stenosis, 
simulating a malignancy. In addition, the 
état mamelonné is shown as are changes 
producing multiple, small polyps of the 
mucosa. FRANZ J. Lust 


| 

| 

| 

| 

| 

| 

{ 


BOOK REVIEWS 


A TEXTBOOK OF MEDICINE: Edited by: Russell L. Cecil, M.D., Sc.D., Professor of Clinical 
Medicine, Emeritus, Cornell University, New York; Robert F. Loeb, New York; Associate 
Editors: Alexander B. Gutman, M.D., Professor of Medicine, Columbia University, New York; 
Walsh McDermott, M.D., Associate Professor of Medicine, Cornell University, New York; 
Harold G. Wolff, M.D., Associate Professor of Medicine (Neur.), Cornell University, N. Y. 
New, 8th Edition. 1627 pages, 204 figures, 40 tables. W. B. Saunders Co., Philadelphia, Pa., 


1951. Price $12.00. 


This is a well written and documented 
medical text which leaves nothing to the 
imagination. It has been brought uptodate 
by its numerous contributors who are well- 
known in medical circles. The student and 
physician glancing through the array of 


names should be sufficiently impressed, that 
within the pages of this great text he will 
find the information he seeks. 

If the reviewer would be asked to choose 
a practical text on medicine, he would un- 
hesitatingly recommend Cecil and Loeb. 


THE PHARMACOLOGIC PRINCIPLE OF MEDICAL PRACTICE: John C. Krantz, Jr., 
Professor of Pharmacology, School of Medicine, University of Maryland and C. Jelliffe Carr, 
Associate Professor of Pharmacology, School of Medicine, University of Maryland. 1116 
pages. Illustrated. The Williams & Wilkins Co., Baltimore, Md., 1951. Price $10.00 


This is the second and enlarged edition 
of this useful and informative volume in 
two years. Two new chapters, “The Chemo- 
therapy of Tuberculosis” and “The Chemo- 
therapy of Rickettsial Diseases”, have been 
added. Other useful and uptodate informa- 
tion which will aid the physician in his 
treatment of the patient are antimotion 


sickness drugs, ACTH and cortisone. 

In addition to the above, the book has 
been brought uptodate to coincide with the 
fourteenth revision of the U. S. Pharmaco- 
pea and the ninth edition of the N. F. and 
New and Nonofficial Remedies, 1950. 

It is highly recommended to all physi- 
cians and senior medical students. 


MANAGEMENT OF CELIAC DISEASE: S. V. Haas, M.D. and Merrill P. Haas, M.D. 188 
pages. 12 illustrations. J. B. Lippincott Co., Philadelphia, Pa., 1951. Price $5.00. 


The senior author needs no introduction. 
He is well-known for his pioneer work on 
celiac disease. In this little volume, the 
Doctors Haas describe their extensive in- 
vestigations and studies on this digestive 
dysfunction in young children. 


Careful analysis, differential diagnosis and 
treatment aided in restoring to health many 
hopeless youngsters, who today have grown 
to manhood and womanhood. 

The reviewer recommends this little vol- 
ume as an excellent text. 


1951 YEAR BOOK OF RADIOLOGY: Fred Jenner Hodges, M.D., John Floyd Holt, M.D., 
Harold W. Jacox, M.D. and Vincent P. Collins, M.D. 304 pages. Illustrated with a name and 
cross index. The Year Book Publishers, Inc., Chicago, IIl., 1951. Price $7.00. 


As in previous years, this volume reviews 
the literature dealing with roentgen diag- 
nosis and radiation therapy. It is printed 
on a coated stock which permits not only 


the text but the reproductions too, to be 
clear, thus making it easy for reading 

It is highly recommended to the general 
practitioner and the specialist. 


ENDOSCOPY: Edward B. Benedict, M.D., Assistant Clinical Professor of Surgery, Harvard 
University Medical School, etc., Boston, Mass. 373 pages. Profusely illustrated in black and 


color. Name and cross index. The Williams and Wilkins Co., Baltimore, Md., 1951. Price 


$10.00. 


This well-gotten up volume dealing with 
endoscopy of the bronchus, esophagus, 
stomach and peritoneal cavity and its clear- 
ly printed text and illustrations are a credit 
to both the author and the publishers. Not 
only the endoscopist but the general prac- 


titioner too, will be delighted with the de- 
tailed description of the many lesions and 
their differentiation by means of descriptive 
cases, roentgenologically and endoscopically. 


It is highly recommended. 
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YOU CAN 
LOWER BOTH — 


HIGH BLOOD LIPIDS 
and 


HIGH BLOOD CHOLESTEROL 


on normal, fat- 
carrying diets 


PAN-ENZYMES-:. in the first re- 


ported treatment of high blood choles- 
terols and lipids without a fat-free diet, 
proved effective in lowering the per- 
centage to within the normal range on 
a group of patients at the arteriosclerosis 
clinic of a well-known West Coast hos- 
pital. No other fraction has been re- 
ported which can obtain these results 
on normal, fat-carrying diets. 


PAN-ENZYMES>. in a further 


test on a group of diabetics with coron- 
ary troubles, proved equally successful 
in reducing total lipids and high chol- 
esterols with the patients on diets of 
high-fat content. 


Complete analysis of these 
reports may be had on request— 
send for copies today! 


SENTRAL 


LABORATORIES, INC. 
219 FIRST STREET, S.W. 
CEDAR RAPIDS, IOWA 


*Trade Name 


Hydergine —.A New Product 
and New Approach To 
Peripheral Vascular Diseases 


Investigation of a new _— to the 
treatment of peripheral vascular diseases and 
er has established the practical 
value of hydrogenated ergot alkaloids. 


Development of these alkaloids in the 
Sandoz Laboratories, study of their proper- 
ties and evaluation of their suclaiaecs 
by clinicians are the groundwork for the 
therapeutic application of Hydergine ampuls. 
Hydergine consists of hydrogenated deriva- 
tives of the three alkaloids in the “ergotoxine 
group”: dihydroergocornine, dihydroergocris- 
tine and dihydroergokryptine. 


40 60 80 100 120 140 160 180 
Placebo 


ya $ystolic —+—}—+-—+ 


The above graph illustrates the results obtained in a typical 
case from research files. Replacement of Hydergine by ad- 
ministration of placebos caused immediate rise in blood 
Pressure; resumption of Hydergine therapy again produced 
a fall in blood pressure. 


Hydergine produces vasodilation, lower- 
ing blood pressure and Be circulation, 
by an interplay of several actions. These ac- 
tions are: centrally, dampening of vasomotor 
impulses and sedative effect ; vagal action pro- 
ducing bradycardia; peripherally, adrenergic 
blockade. 


Average Starting Dose: 1 to 2 cc. every 
other day. Optimal dosage for hypertensives 
may be either higher or lower, depending 
upon response noted in a Preliminary injec- 
tion test. For full data request Hydergine 
booklet ; contact: 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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of free-flowing bile 


| relaxation | of spasm in sphincter of Oddi 


MA’ .TBIE first to develof. American proces, for 
co, verting crude viscous or-bile into chemically ture 
Jebydrocholic acid. 


W hen spasm of the sphincter of Odd: 
(left) is relaxed (right), bile pour 
into (he duodenum. \ 


In many biliary conditions, 
combined hydrocholeretic and 
antispasmodic therapy is indicated 
for best results to flush the bile 
ducts with a greater volume of 
bile and to relax spasm in the 


sphincter of Oddi. 


hnoian 


Dehydrocholic acid, the most 
potent hydrocholeretic known, 
stimulates copious secretion of 
thin, free-flowing bile... increases 
volume output by as much as 
trenpis is the least toxic of any 
bile salt, biic acid, or their 
derivatives. 


Homatropine methy!>..:mide 
and phenobarbital, by the:: 
synergistic spasmolytic-sedative 
actions, relax spasm of the 
sphincter of Oddi—and neutralize 
hypertonic dysfunction of the 
biliary tract. 

lan-H MB contains, in 
addition to dehydrocholic acid- 
Maltbie, 250 mg. (334 gr.) per 
tablet, the spasmolytic homa- 
tropine methylbromide 2.5 mg. 
(1/24 gr.), and phenobarbital 
8 ing. gr.). 
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URGER 


CREMOTHALIDINE®, delicious, sassafras-flavored, creamy suspension of SULFATHALIDINE®, 
simplifies oral medication for enteric bacteriostasis prior to intestinal surgery. CREMOTHALIDINE 
therapy produces a profound reduction in intestinal bacterial flora, especially Escherichia coli, 
clostridia and related organisms; helps speed convalescence, reduces the incidence of periton- 
itis. This potent intestinal antimicrobial is also indicated for treatment of ulcerative colitis and 
other inflammatory intestinal conditions. One teaspoonful (5 cc.) of CREMOTHALIDINE is 
equivalent to two 0.5-Gm. SULFATHALIDINE Tablets. CREMOTHALIDINE is supplied in 8-ounce 
SPASAVER® bottles. Sharp & Dohme, Philadelphia 1, Pa. 


[Sharp & Dohme | 
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HOW SUPPLIED. 


MUCILOSE COMPOUND TABLETS 
bottles of 100 and 1000. 


MUCILOSE FLAKES CONCENTRATED 


tins of 4 oz. and 1 Ib. 


MUCILOSE FLAKES SPECIAL FORMULA 
(with dextrose), tins of 4 oz. and 1 Ib. 


MUCILOSE GRANULES SPECIAL FORMULA 


(with dextrose), tins of 


4 oz. and 1 Ib. 


MUCILOSE WITH CASCARA GRANULES 
(1 grain per heaping teaspoonful), 


tins of 4 oz. 


| 


Si 


New Yorn 18, N. Y. 


Mucilose, trademark reg. U.S. & Canada 


Winosor, Ont. 


n 
CONSTIPATION 


MANAGEMENT 


With Mucilose Compound Tablets the initial dose 

required is only 2 tablets after each meal always 

taken with 2 glassfuls of water. This may usually be reduced 
after three or four days. Mucilose Compound Tablets 

are convenient to carry and easy to swallow. 


For greater effectiveness Mucilose Compound Tablets 

combine tried and proved Mucilose (purified hemicellulose 
from psyllium seed) with the widely accepted synthetic colloid, 
methylcellulose (75 per cent). This combination assures 

a maximum amount of bulk . . . the formation 

of a smooth, lubricating, water-retaining mass to induce 
normal peristalsis and elimination of soft, demulcent stools. 


Mucilose 


COMPOUND TABLETS 


ron’ physiolgie dimination” 
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calories /q.s. 


In the management of undcrweight, Lipo- 


mul-Oral provides 


high low 


Caloric value Volume 
(120 calories per fluidounce) 


Absorbability Satiety production 
(Optimal lipid particle size of 1 micron) 


Palatability Patient resistance 
(Agreeably flavored, easy-to-take suspension) 


| 
Lipomul-Oral can readily raise caloric in- 
take to desired levels, with minimal increase 


in bulk of the prescribed dict. 


ipomul-Oral 


Lipomul-Oral contains: 
Vegetable oil 10° w/v 
Dextrose, Anhydrous w/v 


>) Preserved with Sodium Benzoate 0.1% 


a product of Supplied in one pint bottles. 


Upjohn *Trademark Reg. U. S. Pat. Off. 
| for medicine ... produced with care... designed for health 


THE UPJOHN COMPANY. KALAMAZOO 
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selective 
anticholinergic gives 


unparalleled freedom from side effects 


PRANTAL 


Methylsulfate 
—, for peptic ulcer 


greater specificity 
hitherto unobtainable freedom from side effects 
wider flexibility of dosage 
reduces gastric motility and secretion 
relieves pain 
PraNnTAL* Methylsulfate is a member of an entirely new class of synthetic 
anticholinergic compounds. It curbs excessive vagal stimuli to the stomach 
by inhibiting synaptic transmission across parasympathetic ganglia. 
PranTAL Methylsulfate is unique among anticholinergic compounds. Be- 
cause of its selective action, doses which reduce gastric motility and 


secretion rarely cause dilatation of the pupils, dryness of the mouth, 
urinary retention, or constipation. 

The pharmacodynamics of Prantat Methylsulfate have been the subject of 
extensive laboratory investigations in which the classical procedures were 
used. Studies by leading clinical investigators have confirmed the value 
of its unusual properties in treatment of the peptic ulcer syndrome. 

A Clinical Research Division monograph is now in press and will be sent 
to you promptly on request. 

A clinical supply of Prantat Methylsulfate will be sent to you on request. 
Average Dosage: One tablet (100 mg.) four times daily 


Packaging: Prantat Methylsulfate (brand of diphenmethanil methylsulfate) , 100 mg. 
scored tablets, bottles of 100. 


*T.M. 


CORPORATION ¢ BLOOMFIELD, NEW JERSEY 


bey, 


l.a.formula 


. . . proved considerably more effective than methyl- 
cellulose as a bulk laxative, and (was) also superior to 
previous laxatives such as milk of magnesia, mineral oil, 
cascara or a phenolphthalein preparation.’’! 


l.a.formula 


As much as 8 times more effective than Methylcellulose 


In a study' comparing the effectiveness of psyllium therapy with 
methylcellulose and selected irritant cathartics, the psyllium prepara- 
tion, L.A. Formula, brought prompt improvement to 77.5 per cent 
(18 cases) of 23 patients, many with extreme bowel difficulties. 


Conversely, this same group when placed on methylcellulose showed 
improvement in only 9 per cent (2 cases) of the 23 patients. Moreover, 
when as many as 15 methylcellulose tablets daily met with only 
partial success, ‘‘The large dose was objected to and refused.” 


In this same study, which included a total of 101 cases limited largely 
to a notoriously refractive group, Cass and Wolf concluded that, “In 
severe types of constipation from 73 to 82 per cent of patients were 
improved on psyllium therapy.” 

Berberian, et al,? have also reported that the addition of 1 part 
psyllium to 4 parts methylcellulose produced ‘‘ .. . up to 87 per cent 
more moisture-retaining and bulk-forming power than the simple 
methylcellulose tablet of the same weight.’’ This same addition of 
psyllium to methylcellulose produced ‘. . . increased bulk of stool 
immediately from the first day of medication, whereas plain methyl- 
cellulose caused a moderate constipative effect on the first day, 
followed by attainment of the new level of bulk stools only at the 
third day.” 


In addition to its demonstrated effectiveness, L.A. Formula is 
unsurpassed for patient acceptance. The ulcer or colitis patient, the 
gravida, the nursing mother, the aged and bedridden, children, your 
most fastidious patient—all find improved L.A. Formula pleasant 
and easy to take. 


We encourage you to write for samples for clinical comparison 


Supplied: 7 and 14 oz. cans. 

Formula: 50% Plantago ovata coating dispersed in lactose 
and dextrose. 

Burton, Parsons & Company 
Washington 9, D. C. 


1, Cass, L. J., and Worr, L. P.: Gastroenterology 20:149 (Jan.), 1952. 
> 


2. Berserian, D. A., Paury, R. J., and Tarnrer, M. L.: Gastroenterology 20:143 
(Jan.), 1952. 
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your patient 
will not tire 
of taking... 


2A LAC 


TRADEMARK 


[GLYCINE AND CALCIUM CARBONATE] 


an effective antacid 


‘continuously TITRALAC’s “just right” mint flavor 
acceptable and smooth texture ensure contin- 
uous acceptance. 


acts like TITRALAC’s precise proportions of 
milk glycine and calcium carbonate pro- 
vide a buffering action singularly 

like that of whole milk. 


No systemic alkalosis or acid re- 
bound... free from acid -generating 
sugars. Especially useful in milk- 
sensitive patients or where weight 
gain is undesirable. 


available TITRALAC* Tablets Boxes of 40, 
in 3 forms bottles of 100 and 1000 
TITRALAC Powder Jars of 4 oz. 

TITRALAC Liquid. . Bottles of 8 fl. oz. 


*Trademark of Schenley Laboratories, Inc. 
U. S. Pat. No. 2,429,596 


® Schenley Laboratories, Inc. 
schenley 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG, INDIANA 
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REASONS for prescribing « 
GELUSIL 


‘WARNER’ 


The preferred antacid adsorbent 


Prompt, ettective, prolonged 


antacid action 
Nonconstipating 
Very pleasant taste 


No complications such as secon- 
dary acid rise, chloride depletion, 


or alkalosis 


The optimum combination of 
nonreactive aluminum hydroxide 


with magnesium trisilicate 


Available in liquid and tablet form 


GELUSIL’* Liquid is available in bottles of 6 and 12 
Huid ounces. GELUSIL* Tablets are available in boxes 


of 50 and 100, and bottles of 1000. 


WILLIAM R. WARNER Division of Warner-Hudnut, Inc. 
New York Los Angeles St. Louis 
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AMPHOJEL 


In Peptic Ulcer 


**The initiation of a healing reaction 


in the lesion is the surest safeguard 


againstfurther bleeding’! 


When therapeutic response must be prompt—the 
double gel action of Amphojel provides: 


e Rapid lowering of gastric acidity to noncorrosive levels 

e Protective coating of the exposed lesion to facilitate healing 

e Quick relief of ulcer pain with subsequent release of mental and 
physical tension 


AMPHOJEL 


ALUMINUM HYDROXIDE GEL 
ALUMINA GEL WYETH 

Pleasant tasting . . . Economical 

Available in bottles of 12 fl. ez. 

1. Larimore, J. W.: Southern M. J. 44:742, 1951. 


Wyeth Incorporated, Philadelphia 2, Pa. 
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